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Being a genuine PRECISION INSTRUMENT, the CARDIOPHONE REICHARDT 
is in no way comparable to the mere sound-boxes which are the present stethoscopes. 


* Allows listening on surface and in depth which makes it superior in OBSTETRICS 
and GYNAECOLOGY. 


* Free from INTERFERENCES. 


* High-fidelity; resonance can be TUNED on a wide range of frequencies by means 
of a micrometer screw. 


* A seismo-vibratory device (patented) makes it possible to INTERCEPT and 
AMPLIFY sine-waves. 


* Facilitates considerably listening to PHYSIOLOGICAL NOISES of the respiratory 
and digestive tracts, foetus, etc. 


* Perfect soundings THROUGH clothes and dressing. 


£5 2s. 6d. 


WORKING 


The instrument comprises a patented inertia 
device intercepting the sine-waves. This 
element defines a variable volume of com- 
pressed air (A) amplifying the sound. Thus, 
by adjusting the micrometer screw (B), the 
operator brings about pressure modifica- 
tions which increase the sensitiveness of the 
instrument, so creating the amplification of 
physiological noises. 


The low and high modulations of each 
range of Hertz frequencies, are stressed by 
means of a double-membranous system 
(C, D), which works simultaneously with 
the inertia device (E). 


By pressing the oscillating membrane (F) 
more cr less against the body of the patient 
better modulations of the frequencies are 
obtained. 


The Cardiophone is warranted against 
faulty construction. 


Obtainable from all reliable Surgical Houses 


GURR SURGICAL INSTRUMENTS (Pty.) Ltd. 


Harley Chambers * Kruis Street * P.O. Box 1562 
JOHANNESBURG 


PRICE: Chestpiece only, as illustrated ee 
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RHEUMATIC 
COMPLAINTS 


@ Three times as active _ 
& Definitely better tolerated 
as compared with salicylate 


Diacetyl pyrocatecho! 3 carboxylic acid 


is an antirheumatic, antipyretic 


a and analgesic product synthesized 
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ANNOUNCING 


toe 


the oral 


tranquillizing agent 


NUTINAL is of great value in the treatment of a variety of psychoneurotic states, 
especially those associated with anxiety, depression and obsessive-compulsive traits. 
It is particularly useful in those anxiety states which are characterized by psycho- 
somatic symptoms such as palpitation, sweating and facial flushing. 


NUTINAL 


Bottles of 100 tablets 


each containing | mg. benactyzine hydrochloride 


Made by: 
BOOTS PURE DRUG COMPANY LIMITED, NOTTINGHAM, ENGLAND 
and distributed by 
B.P.D. (S.A.) (PTY.) LIMITED, P.O. BOX 45, JEPPESTOWN, TRANSVAAL 
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NOW... 


the first basic 
amphetamine 
improvement 
in1O years 


Sustained amphetamine 


release is inherent in this 


new molecular complex 


brand of tanphetamin protocolloid compiex, Irwin-Neisler 


| IRWIN, NEISLER & COMPANY pecartur, ittinois 
Literature available from S.A. distributors: 


F KEATINGS PHARMACEAUTICALS LIMITED 
P.O. BOX 256, JOHANNESBURG. 
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IF YOU 

HAD TO TAKE t—— 
YOUR OWN 

MEDICINE... 


YOU’D PRESCRIBE 


DELICIOUS, PREMIXED 
Terramycin 


BRAND OF OXYTETRACYCL INE 
syrup | 
Quite a challenging hypothesis, Doctor, but your young patients 
would wish the point to be illustrated dramatically. Especially since the | 
administration of the new TERRAMYCIN syrup is quite the most convenient, safe and 
palatable way to combat a wide range of bacterial, viral, and rickettsial infections. 
Hydrolysing quickly in the gastro-intestinal tract TerRamycin Syrup readily yields the pure | 
antibiotic in powerfully effective concentrations. Isn’t this the way you—mutatis mutandis 
—would prefer to take your own medicine? Of course it is. And that is why you will have | 
no difficulty in persuading paediatric patients that TerRamycin Syrup is “‘very good medicine | 


indeed”’. Even the most recalcitrant youngster will be won over by its pleasing cherry flavour. 
Supplied in bottles of 2 ozs. Each large teaspoonful (5 ml.) of which contains 125 mg. of oxytetracycline activity. 


*Trade Mark of Chas. Pfizer & Co. Inc. 
PFIZER LABORATORIES South Africa (Pty) Ltd., P.O. Box 7324, Johannesburg. 
Sole Distributors : PETERSEN LTD., P.O. Box38, Cape Town: P.O. Box 5785, Johannesburg: 113 Umbilo Road, Durban, S.A. a 
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* FOR APPETITE SUPPRESSION 


WITHOUT THE “blaek mood’? FEELING OF DEPRIVATION 


Rauwidrine—containing 1 mg. Rauwiloid (Alseroxylon fraction) and 
5 mg. amphetamine in:a single tablet—curtails psychogenic over- 
eating without a feeling of deprivation. Especially welcomed by the 
depressed and obese patient who needs amphetamine, but who 
suffers jitteriness, cardiac pounding and nsomnia from amphetamine 


alone. Safe for the hypertensive, too. 


Dosage: For obesity, 1 to 2 tablets 30 to 60 minutes before each 
meal. 


"Rauwidrine 


FOR MOOD ELEVATION 


Rauwidrine provides the needed “lift’’ 
Safe for the hypertensive 


LABORATORIES AFRICA (PTY.) LTD. 


4027—1 


BOX 1355 PORT. ELIZABETH 


a 
: 
| 

| | 
| 
| 
| @ 
| | | 
| 

A. | 


vi MEDICAL PROCEEDINGS + MEDIESE ByDRAES 5 Januarie 1957 


IF YOU 

HAD TO TAKE 
YOUR OWN 

MEDICINE... 


YOU’D PRESCRIBE 


DELICIOUS, PREMIXED 
Terramycin 


BRAND OF OXYTETRACYCL INE 


syrup 


Quite a challenging hypothesis, Doctor, but your young patients 
would wish the point to be illustrated dramatically. Especially since the | 
administration of the new TERRAMYCIN syrup is quite the most convenient, safe and 
palatable way to combat a wide range of bacterial, viral, and rickettsial infections. 
Hydrolysing quickly in the gastro-intestinal tract TerRamMycIN Syrup readily yields the pure 
antibiotic in powerfully effective concentrations. Isn’t this the way you—mutatis mutandis 
—would prefer to take your own medicine? Of course it is. And that is why you will have | 
no difficulty in persuading paediatric patients that TerRAmycIN Syrup is ‘“‘very good medicine | 
indeed’. Even the most recalcitrant youngster will be won over by its pleasing cherry flavour. 
Supplied in bottles of 2 ozs. Each large teaspoonful (5 ml.) of which contains 125 mg. of orytetracycline activity. 


Worlds Largest Roducow of 
“Trade Mark of Chas. Pfizer & Co. Inc. 
f PFIZER LABORATORIES South Africa (Pty) Ltd., P.O. Box 7824, Johannesburg. 
Sole Distributors: PETERSEN LTD., P.O. Box38, Cape Town: P.O. Box 5785, Johannesburg: 113 Umbilo Road, Durban, S.A. 


> 
4 
: : 
| 


Medical Proceedings - Mediese Bydraes 


Vol. 3 - No. | 


Redaksioneel: Spierverslappingsmiddels en die Sterftesyfer ten 
Gevolge van Narkose—'n Farmakologiese Syferverwarring... 


Editorial: Muscle Relaxants and 
Pharmacological Fuddle of Figures : 


Skeletal Changes in Endocrine and Apaibiatie Disorders: si 
Albright’s Syndrome. Dr. W. P. U. Jackson ... ts 


Acute Pancreatitis due to Mumps: Report of a Case. 


Mr. S. 
Skapinker, F.R.C.S., and Dr. J. Swerdlow ... 


INDEX INHOUD 


Fluid Therapy: Il. Fluid in Diarrhoeal Disorders 

in 7 md (Continued from Vol. 2, No. 20, p. 662.) Dr. M. 
lalie 

An Improved Method of Administering intravenous Fluids Using 
Polythene Cannulae via the ‘Push-in’ Method. Dr. C. C. 
Didcott 

Duodenal Injuries. Mr. ‘Fleming, FRCS. 

Notes and News: Berigte 

Reviews of Books: Insecticides; Tuberculosis Control ... 

Correspondence: Measles and Blindness (Dr. C. J. Blumenthal) .. 


5 Januarie 1957 January 5 


WITHOUT THE 


LABORATORIES 


BOX 


Rauwidrine—containing 1 mg. Rauwiloid (Alseroxylon fraction) and 
5 mg. amphetamine in:a single tablet—curtails psychogenic over- 
eating without a feeling of deprivation. Especially welcomed by the 
depressed and obese patient who needs amphetamine, but who 
suffers jitteriness, cardiac pounding and nsomnia from amphetamine 


alone. Safe for the hypertensive, too. 


FOR MOOD ELEVATION 


Rauwidrine provides the needed “lift” 
Safe for the hypertensive 


i3ss 


Dosage: For obesity, 1 to 2 tablets 30 to 60 minutes before each 


meal. 


* FOR APPETITE SUPPRESSION 


“black mood”? FEELING OF DEPRIVATION 


"“Rauwidrine 


AFRICA (PTY.) 


LTD. 


4027—1 


PORT ELIZABETH 


: 
13 
21 | 
| 
| 
| 
| 2 
| 
| 
| 
| lw 
r. 
| 
| 
- | 
| 


viii MEDICAL PROCEEDINGS - MEDIESE ByDRAES 5 Januarie 1957 


summer 
hazards 


The warmer months of the year provide conditions 
suitable for the multiplication of bacteria on contaminated 
food and for the spread of contamination by flies; it is then 
that epidemics of bacterial food poisoning, bacillary dysentery 
and summer diarrhea of infants are most frequent and 
widespread. 


The organisms commonly responsible for such epide- 
mics are sensitive to the combined action of streptomycin and 
sulphaguanidine. 


The use of Guanimycin will rapidly eliminate the 
infecting organism and reduce the number of convalescent 
carriers. 


GUANIMYCIN 


Oral streptomycin sulphate with sulphaguanidine 


In bottles to prepare 4 fluid ounces. 
Literature on application. 
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(NCORPORATED IN ENGLAND: 
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SUSPENSION 


ELIMINATES 


A LOT OF 
“PAPER-WORK” 


\ 


5 


Deliberate “shotgun” therapy for the 
prompt relief of most diarrhoeas. Patients 
can’t wait for laboratory bacteriological 
reports. No penicillin. 


2. READY TO USE 


No compounding necessary. 


3. STABLE 

Stable for 18 months at normal room 5. NEW 16 0z BOTTLE 

| temperature. Prescription writing flexibility for the 
tr~<s- Doctor and stock bottle dispensing 

: 4. PLEASANT FLAVOUR convenience for the pharmacist. 

Kids, tweenagers, teenagers, moms, pops, 

grans, gramps, spinsters, and bachelors — 6. ECONOMICAL 

all will like the lemon flavour. Patients pay only for what they need. 


Samples and literature evailable on request to— 


BRISTOLABS (PTY.) LIMITED 


@. 4515 JOHANNESBURG 
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Rapid relief of ASTHMA 
BROVON 
INHALANT 


The synergistic action of adrenaline and atropine methonitrate in 
BROVON inhalant ensures speedy relief of asthma. Accurate dosage 
and deep inhalation are assured when used with any of our inhalers 
(e.g., Brovon, Deedon, Bon-Accord and Midget inhalers). This 
combined treatment is particularly valuable for treatment of 
paroxysms and for rapid relief of bronchiolar spasm often present in 
chronic bronchitis and emphysema. 


Particulars from our Agents: POWLEY & COMPANY (PTY.) LTD., 


21-24 Queens House, Queen Durban 
P.O. Box 4259 Cape Town P.O. x 9628 Johannesburg 


FEDERATION OF RHODESIA & NYASALAND. psc ASHTON & McDONALD (PVT) LTD. P.O. Box 379, Salisbury, S.R. 


MOORE MEDICINAL PRODUCTS LTD 


ABERDEEN LONDON OFFICE:64 GLOUCESTER PLACE, W.I. LONDON 


Known and trusted for 


a hundred years 


yyy Magu; 


Lennon Limited, manufacturers of National Health Products, 
have enjoyed the confidence of the Medical Profession for over 
a hundred years. National Health Products have always been 
made to conform to the most exacting requirements of modern 
medicine and hygiene. 

N.H.P. Products include Infalose, the well known baby food, 
and a range of ethical remedies and first-aid requirements for 
the medical profession. 


ac, LENNON @ LIMITED 


PORT ELIZABETH 
JOHANNESBURG 
MOSSEL BAY Chemists to South Africa 
EAST LONDON 
KIMBERLEY Distributors in Union of South Africa for 
PARKE, DAVIS LABORATORIES (PTY.) LIMITED 


9 175-1(R) 
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In bacterial diarrhoeas: 


bacteriostasis - adsorption 
protection 


Streptomagma provides all the essentials for securing 
prompt and complete remission of many 
bacterial diarrhceas. To accomplish these 
ends 


Streptomagma contains 


@ Streptomycin... much more effective against the 
coliform fecal flora than the sulfonamides . . . not i 
readily absorbable...non-irritating to the mucosa” i 


@ Pectin... ‘various pectins ... become bactericidal 
agents in the gastrointestinal tract when given 
together with streptomycin” 


@ Kaolin ... for “tremendous surface and high 
absorptive power” 


@ Alumina gel... itself a potent adsorptive, acts as 
a suspending agent for the kaolin and enhances its 
action ; soothes and protects the irritated intestinal 
mucosa. 


Streptomagma 


DIHYDROSTREPTOMYCIN SULPHATE AND PECTIN 
WITH KAOLIN IN ALUMINA GEL 


WYETHICAL (PTY) LTD. 54 STATION STREET EAST LONDON. 
Distributors in Rhodesia: MACRAE LTD., P.O. Box 1716, | BULAWAYO ' 


CEPAC-4160-W ; 
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. specific for conditions 
characterized by increased 
capillary permeability.” 

1 


drenosem.. 4to control bleeding 


In his study of 330 hospital cases treated with 

Adrenosem* Salicylate, Bacala concludes that 
(Brand of carbazochrome ‘salicylate)| this systemic hemostat is “specific for the 
: strengthening of capillary resistance.” 

He summarizes: “Experience with the drug 
is cited from 317 surgical and 13 obstetrico- 
gynecological cases. Most numerous were the 
233 tonsillectomies, of which 207 patients 
were benefited by its use; post-tonsillectomy 
bleeding was reduced from 19.8 to seven per 
cent. The drug was also found useful in 
gastrointestinal bleeding, cataract extraction, 
epistaxis, incisional seepage, transurethral 
prostatectomy, menometrorrhagias, cervical 
oozing, aritepartum and postpartum bleeding, 
thzeatened abortion, and prevention of capil- 
lary hemorrhages during Hedulin or Dicu- 
merol therapy.” 


1. Bacala, J.C.: The Use of the Systemic Hemo- 
stat Carbazochrome Salicylate, West. J. Surg- 
64:88 (1956). 


Supplied in ampuls, tablets and as a syrup. 


Write for comprehensive illustrated brochure de- 


scribing the action and uses of Adrenosem Salicylate. 
*U.S. Patent 2,581,850 


The “MASSENGILL COMPANY BRISTOL, TENNESSEE 


NEW YORK KANSAS CITY SAN FRANCISCO 
Westdene Products (Pty .) Ltd., Johannesburg: 23 Essanby House, 175 Jeppe Street. Cape Town: 408 Grand Parade 


Centre, Castle Street 66/67 National Mutual Buildings, Corner Smith and Gardiner Streets. Pretoria: 210 Medical Centre, Pretorius Street. 
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REDAKSIONEEL - EDITORIAL 


SPIERVERSLAPPINGSMIDDELS EN DIE 
STERFTESYFER TEN GEVOLGE VAN 
NARKOSE 


N FARMAKOLOGIESE SYFERVERWARRING 


Die beskeie praktisyn word maklik ontsag in- 
geboesem deur die syfertoordery van die meet- 
kundiges van ons tyd. MHul geesdrif vir 
korrelasie het gedurende die afgelope jaar ook 
die gebied van die geneeskunde binnegedring, 
met die gevolg dat statistiese assosiasies mak- 
lik met oorsaaklike verhoudinge verwar geraak 
het. Ondanks die geweldige aantal dinge wat 
ontleed is, is die oppervlakkige gevolgtrekkings 
nie altyd allerweé aanvaar en kon hulle ook 
nie altyd die veeleisende toets van die tyd 
deurstaan nie. ‘n Leersame en insiggewende 
voorbeeld is die heeltemal korrekte waarne- 
ming van die beroemde Rokitansky dat tuberku- 
lose en kanker selde saam by dieselfde pasiént 
voorkom. Die statistikusse was dadelik by om 
iets te ,bewys’, en het tot die verkeerde, maar 
vir hulle skynbaar onweerlegbare gevolgtrek- 
king geraak dat kanker en_ tuberkulose 
biologiese antagoniste is. Dat dit geen leun- 
stoel-bespiegeling was nie, blyk uit die feit 
dat daar plegtige uitvoering op ’n groot skaal 
aan die onbewese hipotese gegee is deur 
kankerpasiénte met tuberkulien te behandel. 
Met verloop van tyd het hierdie mite 
natuurlik sy eie ondergang bewerkstellig, maar 
die plek daarvan is agtereenvolgens deur ander 
ingeneem. Op die oomblik is die mees 
modieuse van hulle die teorie dat tuberkulose 
voorkom kan word deur die inspuiting van 
BCG-entstof, en dat die rook van sigarette ’n 
oorsaak van longkanker is. Onder die jongste 
strewers na hierdie pantheon van die passé is 
’n bydrae oor sterfgevalle volgende op narkose 


MUSCLE RELAXANTS 
AND 
ANAESTHETIC MORTALITY 


A PHARMACOLOGICAL FUDDLE OF FIGURES 


The modest practitioner is easily awed by the 
numerical wizardry of the metricians of our 
time. Their passion for correlation has in- 
vaded the medical field in recent decades and 
statistical associations have readily become 
confused with causal relationships. Despite 
the vast numbers of things analysed, the glib 
conclusions have not always been generally 
acceptable, nor have they always stood the 
exacting test of time. An illuminating and 
instructive example is the perfectly proper 
observation of the renowned Rokitansky that 
tuberculosis and cancer rarely occurred 
together in the same patient. The statisticians 
soon ‘proved’ the entirely erroneous but to 
them apparently unequivocal conclusion that 
cancer and_ tuberculosis were biological 
antagonists. This was no armchair specula- 
tion, because the unproved hypothesis was im- 
plemented with due solemnity on an extensive 
scale by treating cancer patients with tuber- 
culin. 

In due season this myth exploded itself, to 
be replaced in turn by others, the currently 
fashionable ones including the prevention of 
tuberculosis by injections of BCG vaccine and 
cigarette smoking as a cause of lung cancer. 
Among the more recent aspirants to this pan- 
theon of the passé is a contribution on deaths 
associated with anaesthesia and surgery, pub- 
lished by Beecher and Todd in 1954.! Their 


1. Beecher, H. K. and Todd, D. P. (1954): Ann. 
Surg., 140, 2 
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en chirurgie, wat in 1954 deur Beecher en 
Todd! gepubliseer is. Hul lywige verslag 
gevat 33 tabelle waarin die resultate van 
599,548 narkose-toedienings aan pasiénte in 
10 inrigtings gedurende die jare 1948 tot 1952 
geklassifiseer word. 

Enigeen wat nie reeds ‘n gesonde skepti- 
sisme ten opsigte van die numerieke ontleding 
van biologiese voorvalle ontwikkel het nie, sal 
bes moontlik geimponeer word (as hy nie ge- 
heel en al verbyster raak nie) deur die gevolg- 
trekkings waartoe die skrywers geraak aan die 
hand van so ’n omvangryke en kwantitatiewe 
opstelling van gegewens. Twee van die opval- 
lendste afleidings wat hulle maak, is soos volg: 

1. Die gebruik van _ spierverslappings- 
middels gee aanleiding tot ’n byna sesvoudige 
vermeerdering van die sterfgevalle wat op 
narkose volg. 

2. Die spierverslappingsmiddels het 
vreemde en tot dusver onverdagte farmakolo- 
giese eienskappe, nl. ’n inherente toksisiteit en 
die vermoé om kardiovaskulére instorting te 
veroorsaak, ondanks kunsmatige asemhaling. 

Die gebruik van spierverslappingsmiddels 
het reeds ’n alledaagse onderdeel van moderne 
chirurgiese anestesie geword, en in soverre 
Beecher en Todd se besonder kwantitatiewe 
gegewens ’n verhoogde sterftesyfer aandui 
wanneer hierdie spierverslappingsmiddels in 
sekere inrigtings gebruik is, kan die syfers 
waarskynlik aanvaar word as ’n geldige indeks 
van die sterftesyfer in die besondere om- 
standighede waaroor hulle verslag doen. Maar 
dan gaan hierdie skrywers voort en verkondig 
die verrassende stelling dat hierdie verhoogde 
sterftesyfer nie voorkom kan word deur die 
vernuf of die ondervinding van die narkotiseur 
nie. Die verhoogde risiko, so word beweer, is 
onafskeidelik verbonde aan die toksisiteit van 
die verslappingsmiddels self, en die gebrekkige 
getuienis wat aangevoer word om _ hierdie 
hipotese te staaf, laat ons geneig voel om 
liewer die mening te aanvaar van sir Robert 
Macintosh (Nuffield-professor van Anestesie 
aan die Universiteit van Oxford), wat onlangs? 
klem gelé het op die noodsaaklikheid om die 
man agter die anestesiemasjien behoorlik op 
te lei. Van hom, en nie van sy verdowings- 
middels en toestelle nie, hang die goeie ge- 
volge en die veiligheid van anestesie af. Ons 
vind dit ook bevreemdend dat Beecher en Todd, 
ondanks die verontrustende gevolgtrekkings 
waartoe hulle geraak het, tog sé: ,Ons het nie 
beweer, en ons wil ook nie beweer dat enige 


a a H. K. en Todd, D. P. (1954): Ann. Surg., 
2. Macintosh, R. (1955): Brit. Med. J., 2, 1054. 
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voluminous report contains 33 Tables classi- 
fying data from 599,548 anaesthetics given to 
patients in 10 institutions during 1948-1952. 

Anyone who has not already acquired a 
healthy scepticism of numerical analyses of 
biological events may well be impressed (if 
not bemused) by the conclusions the authors 
offer on the basis of such a vast and quantified 
array of data. Two of the most striking in- 
ferences they draw are the following: 

1. The use of muscle relaxants leads to a 
nearly sixfold increase in the anaesthetic death 
rate. 

2. The muscle relaxants have novel and 
hitherto unsuspected pharmacological proper- 
ties, viz. an inherent toxicity and an ability to 
cause cardio-vascular failure despite artificial 
respiration. 

The use of relaxant drugs is commonplace 
in modern surgical anaesthesia, and in so far 
as Beecher and Todd’s very quantitative data 
indicate an increased incidence in mortality 
when relaxants were used in certain institu- 
tions, the figures can probably be accepted as 
a valid index of the death rate in the particu- 
lar circumstances reported on. But these 
authors go on to make the surprising point 
that the increased mortality is not avoidable 
by skill or experience on the part of the anaes- 
thetist. The increased risk is alleged to be 
inherent in the toxicity of the relaxants them- 
selves, and the poor evidence relied on to sup- 
port this hypothesis inclines us rather to the 
view of Sir Robert Macintosh (Nuffield Pro- 
fessor of Anaesthetics in the University of 
Oxford) who recently? emphasized the import- 
ance of training the man behind the anaes- 
thetic machine. It is on him, not on his drugs 
or gadgets, that the smoothness and safety of 
anaesthesia depend. It is also strange that 
Beecher and Todd, despite the alarming con- 
clusions they have reached, nevertheless state : 
“We have not made, nor do we make, any 
claim that any patient has been killed by the 
use of a muscle relaxant... We do not know 
that “curare” has killed a single patient’! 
Nevertheless, the final assessment of Beecher 
and Todd’s statistical contentions can only be 
made when adequately quantitative and com- 
parative data are reported by other investi- 
gators. 

There are, however, certain fundamentally 
disturbing features of the investigation which 
do, in fact, vitiate much in the report. 

A great variety of persons gave the anaes- 
thetics. The administrators included (apart 
from medical students) nurses, who actually 


2. Macintosh, R. (1955): Brit. Med. J., 2, 1054. 
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pasiént doodgemaak is deur die gebruik van ’n 
spierverslappingsmiddel nie.... Ons weet nie 
dat ,,kurare” die dood van ’n enkele pasiént 
veroorsaak het nie.! Nietemin kan die waarde 
van Beecher en Todd se statistiese bewerings 
alleen finaal bepaal word nadat ander onder- 
soekers met doeltreffende kwantitatiewe en 
vergelykende gegewens voor die dag gekom 
het. 

Daar is egter sekere fundamenteel veront- 
rustende kenmerke van die ondersoek wat 
inderdaad ’n baie groot gedeelte van die ver- 
slag bederf. 

Narkose is toegedien deur ‘n groot ver- 
skeidenheid van persone. Onder die toedieners 
was daar (afgesien van mediese studente) ver- 
pleegsters wat in werklikheid twee keer soveel 
narkoses toegedien het as internis-spesialiste in 
anestesie. Dit is gerusstellend om daaraan te 
dink dat die Mediese Raad daarvoor gesorg 
het dat so ’n onrusbarende toestand nie in 
Suid-Afrika ontstaan nie. 

Beecher en Todd het ook staatgemaak op 
die naiewe geloof dat die vasstelling van die 
oorsaak van dood deur ’n chirurg en die narko- 
tiseur noodwendig die juiste posisie aan die 
lig gebring het. Hierdie ernstige defek word 
soos volg opgesom in ’n Annotation in die 
Lancet}: ,Die vernaamste kritiek op hierdie 
syfers staan in verband met die maatstawwe 
wat gebruik is vir die indeling van ’n sterfge- 
val onder enigeen van die vyf kategorieé. Dit 
is ’n moeilike taak wanneer soveel verander- 
like faktore aanwesig is, en moet tog seker 
ruimte vir meningsverskil laat. En tog word 
daar geen melding gemaak van gevalle wat 
nie vir indeling vatbaar was nie.’ Met ander 
woorde, die volmaaktheid van die gegewens 
alleen is al voldoende om die fundamentele 
voorafgaande stellings van die hele uitvoerige 
ondersoek verdag te maak. 

Wat betref die beweerde byna sesvoudige 
vermeerdering in die sterftesyfer volgende op 
die gebruik van spierverslappingsmiddels word 
daar in die Annotation in die Lancet toegegee 
dat hierdie aanspraak verontrustend is. Hier- 
aan word daar egter toegevoeg dat die syfers, 
miskien misleidend is aangesien die ontwerp 
van die ondersoek as ’n middel om die werk- 
like oorsaak van anestesie-sterfgevalle te be- 
paal, nie bo verdenking staan nie.’ 

Temeer, in ‘n latere uitgawe van Annals of 
Surgery,’ verskyn daar ’n kritiek op Beecher en Todd 
se referaat deur Abajian en 15 medeskrywers. Hulle 
kom tot die gevolgtrekking dat ,dit nodig (is) om 
in die openbaar ongunstige kritiek op die artikel 
(van Beecher en Todd) uit te oefen om die moont- 
like ondiens wat dit, volgens ons mening, aan die 
anestesiologie en aan die pasiént kan bewys, teé te 


MEDICAL PROCEEDINGS MEDIESE ByDRAES 


gave twice as many anaesthetics as did physi- 
cian specialists in anaesthesia. It is reassuring 
to realize that the Medical Council has pre- 
vented such an alarming situation in South 
Africa. 


Beecher and Todd relied also on the naive 
belief that the appraisal of the cause of death 
by a surgeon and an anaesthetist necessarily 
disclosed the real position. An Annotation 
in the Lancet? has emphasized this serious 
defect in these words: ‘The principal criti- 
cism of these figures concerns the criteria for 
assigning a death to any of the five categories. 
This is a difficult task when so many variables 
are present, and must surely leave room for 
disagreement—yet no cases are recorded as 
unassessable’. In other words, the very per- 
fection of the data makes the fundamental 
premise of the whole elaborate investigation 
suspect. 

In dealing with the alleged nearly sixfold 
increase in the death rate when a muscle 
relaxant was used, the Amnotation in the 
Lancet found the claim alarming but stated 
that the figures ‘may be misleading since the 
design of the investigation, as a means of dis- 
covering the actual causes of anaesthesia 
deaths, will not bear scrutiny ’. 


Moreover, in a subsequent issue of Annals 
of Surgery,’ Abajian and 15 co-authors pub- 
lished a critique of Beecher and Todd’s paper. 
They concluded that ‘it (was) necessary to 
present publicly an adverse criticism of 
(Beecher and Todd’s) article, in order to 
counteract what we believe may be a disservice 
to anesthesiology and to the patient’. The 
statistical inadequacies of Beecher and Todd’s 
data are commented on fully, and the critics 
point out that they hold the investigation ‘to 
be critically defective, mainly in that the 
variables, site of operation, depth of relaxa- 
tion, duration of anesthesia and of operation 
and severity of surgical trauma are not con- 
sidered. We believe it highly probable that 
these are more important factors in the causa- 
tion of death than is the use or non-use of 
“curare”, and that the two groups are indeed 
not comparable in respect to these four 
unrecorded and important variables’. They 
also found the ‘curare’ death rate to be ‘com- 
pletely misleading ’. 

Beecher and Todd’s Comment on the 
Critique® did not dispose of the cogent attack 
on their conclusions about relaxants. 

The conclusions about the novel pharma- 
cological properties of the relaxant drugs 


3. Annotation (1954): Lancet, 2, 589. 


3. Annotation (1954): Lancet, 2, 589. 
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werk’. Die statistiese gebreke van Beecher en Todd 
se gegewens word volledig bespreek, en die kritici 
wys daarop dat hulle die ondersoek ,as krities gebrek- 
kig beskou hoofsaaklik omdat variabiliteite, die 
plekke van operasie, die diepte van verslapping, die 
duur van die narkose en van die operasie, en die 
erns van chirurgiese letsels nie in aanmerking ge- 
neem is nie. Ons meen dat dit hoogs waarskynlik 
is dat die voorafgaande belangriker faktore in die 
doodsoorsaak is as die gebruik of die nie-gebruik 
van ,,curare”, en dat die twee groepe trouens nie 
vergelyk kan word vir sover dit hierdie vier onaan- 
getekende en belangrike variabiliteite betref nie.’ 
Huile het ook bevind dat die ,curare’-sterftesyfer 
,volkome misleidend’ is. 

Beecher en Todd se Comment on the Critique’ 
het niks afgedoen aan die kragtigheid van die aanval 
op hul gevolgtrekkings in verband met verslappings- 
middels nie. 

Die gevolgtrekkings in verband met die vreemde 
farmakologiese eienskappe van verslappingsmiddels 
(wat dan kwansuis verduidelik waarom die gevaar 
soveel groter is wanneer verslappingsmiddels ge- 
bruik word) is ewe betwisbaar.* Geen kliniese 
getuienis word aangevoer ter stawing van die ver- 
basende aanspraak dat hulle ’n induiestorting van 
die bloedsomloopstelsel tot gevolg gehad het ondanks 
die doeltreffende toepassing van kunsmatige asem- 
haling nie. Die aanvaarde getuienis is dat die 
verslappingsmiddels hoofsaaklik op die skeletspiere 
by die mioneurale verbinding inwerk. Goodman en 
Gilman (1955) geraak tot hierdie definitiewe en 
besliste gevolgtrekking in die jongste (2e) uitgawe 
van hul gesaghebbende handleiding, The Pharma- 
cological Basis of Therapeutics: ,. . . d-tubo- 
Rurarien, selfs wanneer groot dosisse binneaars toe- 
gedien word, het geen betekenisvolle sentrale 
stimulerende, terneerdrukkende of pynverdowende 
uitwerking op die mens nie, en . . . die enigste 
waardevolle uitwerking daarvan tydens anestesie is 
die randstandige verlammingseffek op skeletspiere.’ 
(bl. 603). Hierdie elementére stelling word deur 
iedere tweedejaarse mediese student gedemonstreer 
in een van die eerste proefnemings wat hy met 
paddas doen. Die geringe effek op die bloedsom- 
loop is van ’n bloot verbygaande aard, en verdwyn 
binne enkele minute.4 Met die dosisse wat in die 
anestetiese praktyk vir mense gebruik word, word 
hierdie effek nie eens opgemerk nie. Beecher en 
Todd se waarnemings in verband met die induie- 
storting van die bloedsomloopstelsel kan waarskyn- 
lik veel beter verduidelik word op grondslag daar- 
van dat die toepassing van kunsmatige asemhaling 
nie doelmatig was nie, of dat die oorsaak van die 
induiestorting nie in verband gestaan het met die 
gebruik van verslappingsmiddels nie. Anders is dit 
moeilik om te begryp waarom die voorkoms van 
kardiovaskulére induiestorting so hoog soos 37% 
is in hul reeks sterfgevalle wat met die gebruik 
van verslappingsmiddels geassosieer word. Goodman 
en Gilman (1955, op cit., bl. 604) verwys na 
kliniese verslae oor kardiovaskulére induiestorting 
af en toe by gekurariseerde pasiénte wat ’n operasie 
ondergaan, maar hulle vind dat dit baie moeilik 


* 'n Gesaghebbende op hierdie gebied, sir Robert 
Macintosh, het gesé dat hy hoegenaamd nie met dié 
bevindings saamstem nie toe hy ’n vergadering van 
mediese praktisyns toegespreek het tydens sy onlangse 
besoek aan Johannesburg. 


5 Januarie 1957 


(which are intended to explain the greater 
risk when relaxants are used) are equally con- 
troversial.* No clinical evidence is adduced in 
support of the extraordinary claim that relax- 
ants cause circulatory collapse despite adequate 
artificial respiration. The established evidence 
is that the relaxants act mainly on skeletal 
muscles at the myoneural junction. Goodman 
and Gilman (1955) state this definite and em- 
phatic conclusion in the latest (2nd) edition 
of their authoritative textbook, The Pharma- 
cological Basis of Therapeutics: ‘. . . d-tubo- 
curarine given intravenously even in large 
doses has no significant central stimulant, 
depressant, or analgesic action in man, and 
. . . its sole action of. value in anaesthesia is 
the peripheral paralytic effect on skeletal 
muscle’ (p. 603). This elementary proposi- 
tion is demonstrated by every second-year 
medical student in one of the first experi- 
ments he does on frogs. What modest effects 
there are on the circulation are transient 
and pass off within a few minutes.4 With 
the doses used in human anaesthetic practice, 
these effects are never seen. Beecher and 
Todd’s observations on circulatory collapse 
seem more readily explicable on the basis that 
the artificial respiration applied was inade- 
quate or that the cause of the failure was 
unrelated to the employment of the relaxant 
drugs. It is otherwise difficult to understand 
why the incidence of cardiovascular failure is 
as high as 37% in their series of deaths asso- 
ciated with the use of relaxants. Goodman 
and Gilman (1955, op. cit., p. 604) refer to 
clinical reports of occasional serious cardio- 
vascular collapse in curarized patients under- 
going surgery, but they find these cases most 
difficult to interpret because of the complexity 
of the contributory factors involved. 

Apart from specific drugs, adequate artifi- 
cial respiration carried out for the required 
time is the completely effective antidote to 
unduly prolonged action of the relaxants. The 
Annotation in the Lancet stressed the fact that 
circulatory collapse induced by relaxants and 
persisting despite adequate artificial respira- 


* No less an authority than Sir Robert Macintosh 
expressed his complete disagreement with these con- 
clusions when he addressed a meeting of medical 
practitioners during his recent visit to Johannesburg. 


4. Sollman, T. (1949): A Manual of Pharmacology, Te 
uit., bl. 358. Philadelphia: W. B. Saunders Co. 


4, Sollman, T. (1949): A Manual of Pharmacology, 7th 
ed., p. 358. Philadelphia: W. B. Saunders Co. 
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is om hierdie gevalle te vertolk, weens die inge- 
wikkeldheid van die bydraende faktore wat by die 
gevalle betrokke was. 

Afgesien van spesifieke middels, is doelmatige 
kunsmatige asemhaling wat gedurende die vereiste 
tydperk toegepas word, die volkome doeltreffende 
teenmiddel as die effek van die verslappingsmiddels 
buitengewoon lank duur. Die Annotation in die 
Lancet benadruk die feit dat induiestorting van 
die bloedsomloopstelsel ten gevolge van die gebruik 
van verslappingsmiddels en die voortduring van 
hierdie toestand ondanks die doeltreffende toepassing 
van kunsmatige asemhaling ,. .. in stryd is met die 
algemeen aanvaarde kliniese en farmakologiese 
mening. Daarom kan die aangehaalde syfers mense 
wat nie aan statistiese metodes gewoond is nie 
moontlik mislei. Hierdie ondersoek het geen bewyse 
opgelewer wat ons regverdig om die skuld so onom- 
wonde aan die spierverslappingsmiddels te gee nie.’3 
Hierdie posisie word bekragtig in ’n latere kommen- 
taar op Beecher se gepoogde antwoord op die 
polemiek.5 Brennan® oefen kommentaar op 
Beecher en Todd se bewering dat die primére oor- 
saak van die dood by 63% van die pasiénte wat 
on nadat hulle ’n kurare-agtige middel ontvang 

die induiestorting van die asemhalingsstelsel 
(hipolee) was, en sé dat hierdie vertolking nie 
vereenselwig kan word met die aanspraak dat kuns- 
matige asemhaling op 'n doeltreffende wyse toege- 
pas is nie. 

Wat bly dus oor? ’n Jetwat Ruritaniese farma- 
kologie waarin die verslappingsmiddels ten gevolge 
van ’n  beweringsmakery allerhande nuwerwetse 
eienskappe verkry. 

Beecher en Todd se verslag is in verantwoordelike 
kringe aan hewige kritiek onderwerp. Inderdaad is 
dit niks anders nie as statistiese goéltoertjies deur 
’‘n tweetal nuuskierige kollegas, bygestaan deur ’n 
hele menigte pligsgetroue medewerkers, wie se be- 
vindings bloot op ’n syferverwarring uitgeloop het, 
Die Lancet het reeds op die lokvalle in die weg 
van hierdie soort ondersoek gewys. Dit behoort as 
waarskuwing te dien vir diegene wat statistieke by- 
derhand neem as bewysvoering vir farmakologiese 
eienskappe wat slegs onder beheerde eksperimentele 
toestande behoorlik ondersoek kan word. 
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tion ‘...is contrary to generally accepted clini- 
cal and pharmacological opinion, and, with 
the figures quoted, may mislead people un- 
acquainted with statistical methods. We can 
see no evidence from this survey to justify 
putting blame so squarely on the muscle 
relaxants’.> This position was endorsed in a 
subsequent comment on Beecher’s attempted 
reply to the controversy. Brennan,® com- 
menting on Beecher and Todd’s assertion that 
in 63% of the patients who died and who had 
received curare-like drugs, the primary cause 
of death was respiratory failure (hypoxia), 
states that this interpretation cannot be recon- 
ciled with the claim that the artificial respira- 
tion applied was adequate. 

We are left then with a rather Ruritanian 
pharmacology in which the relaxant drugs 
acquire novel properties by a process of alle- 
gation. 

Beecher and Todd’s report has been severely 
criticized in responsible quarters. It repre- 
sents virtually no more than the statistical 
acrobatics of a brace of curious colleagues 
assisted by a covey of conscientious collabora- 
tors, whose findings have produced merely a 
fuddle of figures. The Lancet has pointed out 
the pitfalls in this type of investigation. It 
should serve as a warning to those who ven- 
ture to prove with statistics pharmacological 
properties which can only be investigated 
properly under controlled experimental con- 
ditions. 


SKELETAL CHANGES IN ENDOCRINE AND 
METABOLIC DISORDERS 


XIV. ALBRIGHT’S SYNDROME 


W. P. U. Jackson, M.D. 
Department of Medicine, University of Cape Town, Medical School, Mowbray, C.P. 


FIBROUS DYSPLASIA, SKIN 
PIGMENTATION AND SEXUAL 
PRECOCITY IN FEMALES 


Although almost entirely confined to girls, this 


syndrome has recently been described in the 
male. Its aetiology is quite unknown. 

The Skin. The light brown melanin pig- 
mentation is distributed in multiple circum- 
scribed areas with irregular borders (as opposed 


5. (1954): Lancet, 2, 922-923. 

6. Brennan, H. J. Lancet, 1018 

Uf: — Jr., J. et al. (1955): Ann. Surg., 142, 
13 


8. Beecher, H. K. en Todd, D. P. (1955): Ann. 
Surg., 142, 142. 


5. Correspondence (1954): Lancet, 2, 922-923, 

6. Brennan, H. J. (1954): Lancet, 2, 1018. 

7. Abajian, Jr., J. et al. (1955): Ann. Surg., 142, 
138. 


13 
8. Beecher, H. K. and Todd, D. P. (1955): Ann. 
Surg., 142, 142. 
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to the more regular pigmented spots of neuro- 
fbromatosis). These areas are typically sharply 
unilateral and may exactly correspond to the 
site of bone involvement beneath them. They 
may be on the face, trunk or limbs (Fig. 1). 


Sexual Precocity. This occurs in conjunc- 
tion with precocious skeletal development, so 
that affected children grow rapidly, but may 
actually end up rather short owing to early 
closure of the epiphyses. Menstruation has 


Fig. 1. Girl aged 44 years who menstruated at 9 months. Note the growth of the breasts and areas of 


pigmentation with irregular outline. 
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been known to start in this syndrome under 
one year of age. 

Bony Lesions. Polyostotic fibrous dysplasia 
will be described in more detail later. Essen- 
tially there occurs a progressive replacement 
of bone by fibrous tissue in certain regions. 
On the whole the lesions are unilateral and 
seem to be dotted almost at random over the 
skeleton, with the intervening bones or parts 
of bones entirely normal. Particularly liable 
to involvement are the occiput, fingers, toes, 
ilium, upper end of femur and tibia (Figs. 2, 


3). 
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Fig. 2. X-ray of the hand of the same girl. Note greatly 
advanced bone age and fibrous dysplasia of all the phalanges 
and metacarpals. 


Fig. 3. Unilateral pelvic and femoral osteitis in an adult case. 


OPSOMMING 


Albright se sindroom wat byna geheel en al tot 
meisies beperk is, is onlangs by die manlike geslag 
aangetref en beskryf. Die etiologie daarvan is heel- 
temal onbekend. 

‘n Paar van die kliniese en skeletkenmerke van 
hierdie sindroom word geillustreer. 


Figs. 1—3 are of patients from Dr Fuller Albright, 
to whom thanks are due for permission to reproduce 
the illustrations. 

REFERENCES 
1. Albright, F., Butler, A. M., Hampton, A. D. and 


Smith, P. H. (1937): New Eng. J. Med., 216, 727. 
2. Thannhauser, S. J. (1944): Medicine, 23, 105. 


ACUTE PANCREATITIS DUE TO MUMPS 
REPORT OF A CASE 
S. SKAPINKER, F.R.CS. 


and 


J. SwEeRDLOW, M.B., B.Cu. 
Johannesburg 


Pancreatitis as a complication of mumps is not 
uncommon, and this condition may occur 
without being diagnosed. 

Mumps is a general infectious disease with 
characteristic localization in the parotid and 
other salivary glands and with  orchitis, 


oophoritis and mastitis as the common com- 
plications. In some typical cases pancreatitis, 
both in its acute and subacute forms, has been 
observed. In the acute form there may be 
fever, epigastric pain and prostration. This 
usually occurs a week after the onset of the 
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parotitis. In the present case the patient 
showed no evidence of mumps before the onset 
of the pancreatitis. Popper! investigated 95 
consecutive cases of mumps and found that 17 
had signs and symptoms referable to the pan- 


creas. 
CASE REPORT 


Mrs. I. 1, aged 36 years, suddenly experienced 
sharp epigastric pain of colicky nature that 
commenced about 9 p.m. The pain radiated 
across the abdomen, but not into the back and 
shoulder. The vomiting and the retching were 
marked. Her previous history was negative 
except for mild indigestion for the past 2 
years. This indigestion was associated with a 
dislike for fatty foods. The temperature was 
normal and the pulse rate was 92 per minute. 

There was acute tenderness in the epigas- 
trium, but otherwise no rigidity or guarding. 
Borborygmi were present. The patient was 
given 150 mg. of Pethidine, but this did not 
control her pain. She was then put on Omno- 
pon gr. 1/3 and Atropine gr. 1/100 4-hourly, 
in order to relieve the pain. She also received 
Probanthine 15 mg. ¢.d.s. 

The next day Dr. E. Samuel did a cholangio- 
gram with Biligrafin as the pain was thought 
to be due to gall stones. When this was 
found to be negative, a barium meal was done 


Fig. 1. The descending third portion of the 
duodenum shows a widening of folds and 
of the lumen of the bowel, without signs of 
obstruction. 
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which revealed a characteristic X-ray appear- 
ance (Fig. 1). The blood amylase was there- 
fore done. It was 320 units on 16 August 
and 400 units on 13 August 1955. 

The mumps complement fixation test was 
positive. 

The condition subsided in one week, Pro- 
banthine and Aureomycin being continued 
during this time. She had only a very mild 
pyrexia for this period. 


DISCUSSION 


The remarkable features in this case were the 
severe epigastric pain, not relieved by Pethi- 
dine, and the absence of shock that is usually 
present with reflex pancreatitis. Acute pan- 
creatitis generally associated with infectious 
disease is generally mild. The pain is due to 
the tension caused by the gross oedema. This 
oedema may subside completely or an extensive 
sloughing and gangrene of the pancreas may 
occur. In mumps the spread to the pancreas 
is blood-borne and the same phenomena may 
occur in influenza. There may be all grades 
of severity, the minor forms escaping recogni- 
tion. The metastatic pancreatitis of mumps is 
commoner in adults than in children. 

Many X-ray features of pancreatitis have 
been described. There may be an ileus of the 
transverse colon. In Poppel and Bercon’s cases 
barium meals were done, and the most charac- 
teristic feature was the marked oedema of the 
duodenum shown by a _ mucosal pattern 
replaced by large swollen folds. There was also 
an increase in the diameter of the ‘C’ of the 
inner concave border of the duodenum. The 
pattern of the mucosa may vary from hour to 
hour. In the present case the diagnosis was 
made on the X-ray findings and the fact that 
mumps was prevalent at the time. The diag- 
nosis was established on the blood diastase and 
the mumps complement-fixation test. Another 
notable feature was that the patient had no 
other manifestation of mumps. The intense 
pain could only be controlled by heavy seda- 
tion. 

SUMMARY 


A case is presented showing acute pancreatitis 
due to mumps. 
It was diagnosed on a characteristic X-ray 
picture. 
OPSOMMING 
*n Geval van akute pankreatitis, voortspruitende 
uit pampoentjies, word beskryf. 
Dit is gediagnoseer op ‘'n kensketsende X-straal- 
plaat. 
REFERENCE 
1. Poppel, M. H. and Bercon, C. (1949): Amer. 
J. Roentgenol., 61, 219. 
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FLUID THERAPY 


II. FLUID ADMINISTRATION IN DIARRHOEAL DISORDERS IN INFANCY 


M. MEDALIE, M.R.C.P. (EDIN.) 
Johannesburg 


(Continued from Vol. 2, No. 20, p. 662) 


Diarrhoea should be considered a symptom 
which produces marked physiological changes 
as a result of excessive loss of fluid and 
electrolytes in the stools. 

The exact cause of diarrhoeal disorders has 
not been determined. In a few cases the 
specific dysenteric organisms have been in- 
criminated. The role of viruses and abnormal 
E. coli organisms still requires substantiation. 
The part played by parenteral infection 
appears to be coincidental rather than causa- 
tive. The value of antibiotics for this symptom 
is not proven and can be safely omitted in 
most cases. However, if a child is very toxic, 
a broad spectrum antibiotic can be used for 
any pathogenic organism which may be 
present. The value of absorbents, e.g. char- 
coal, pectin, agar, kaolin, carrot and carob 
flour, is not scientifically proved. In fact, it 
may decrease the absorption of minerals and 
vitamins from the gastro-intestinal tract. As 
diarrhoea is a ‘self-limiting disease’, the value 
of drugs is doubtfu!. 

The chief disability results from excessive 
loss of water and electrolytes in varying pro- 
portions. If the process is acute, electrolytes 
and water are lost proportionately; but if 
hyperpnoea and hyperpyrexia are present, the 
loss of water through the lungs and skin may 
exceed the electrolyte loss. If vomiting is 
marked, Cl loss may be excessive. The reason 
for severe depletion of electrolyte and water 
is the large amount of gastro-intestinal secre- 
tions normally formed, and if peristalsis is 
excessive a large proportion may be lost in 
the stools. The ieseeue is only of limited 
value as it merely measures the concentration 
of electrolytes in the extracellular fluid. It 
gives no indication of the total water loss 
and no idea of the K loss as a result of tissue 
breakdown. The blood K level is not closely 
related to the intracellular status of K, except 
that if the level is low it almost definitely 
indicates a body deficit. 

The assessment of the infant is therefore 
mainly a clinical problem. Fat babies tolerate 
fluid loss very poorly. An acute diarrhoeal 
disorder is more serious than a chronic one, 
as fluid adjustment in the various compart- 


ments has not been established. If the loss of 
electrolyte exceeds water loss, there is a 
transfer of water from the low ECF to the 
higher ICF space, and in spite of loss of skin 
turgor there is no feeling of thirst. The 
infant is listless and apathetic. Because the 
circulation is diminished, the urine output is 
decreased and the extremities may be cold. If 
the water loss exceeds the electrolyte loss, 
there is marked thirst, dryness of mucous 
membranes, weight loss, sunken eyes and 
hyperpyrexia which may be attributed to 
dehydration. Most of the water loss is there- 
fore from the ICF space. As the food intake 
is limited, acidosis occurs. This is due to 
ketosis, increased organic acids in the blood, 
raised blood lactic acid and a diminished 
excretion of acid metabolites in the urine. For 
each gramme of tissue broken down, 3 c.c. of 
water are released, as well as large amounts 
of K and PO,. 

In a severe case of diarrhoea, where clinical 
evidence of dehydration is obvious, intra- 
venous fluid should be given. At the com- 
mencement of treatment all fluid by mouth 
should be restricted for 12-24 hours, depend- 
ing on the severity of the condition. As exact 
water and electrolyte loss cannot be determined 
readily, an empirical form of treatment for 
diarrhoea has been suggested (Tables 3 and 
4). This provides adequate amounts of 
water and electrolytes calculated on the basis 
of surface area and obtained from the 


weight.!6 
TABLE 3. 

Weight Surface Area 
Lb. Kg. Sq. Metres. 
0-15 

14-0) 5 0-25 
22:0 10 0-45 
335-0; 0-6 
44-0 20 0-8 
66:0 30 1-05 
88-0 40 1-30 


The requirements of water and calories’ 
are set out for a non-dehydrated individual in 
Table 4 (first column). In the second column 
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TABLE 4: REQUIREMENTS OF WATER AND CALORIES 
(MI. per sq. m. per 24 hours) 


Non- 
Dehydrated Dehydrated 
First Second and 
24 hours Third 24 brs. 
Water .. 1500 3000 2400 
Calories . . 600 1200 960 


the fluid administered supplies the mainten- 
ance requirements and 50% of the calculated 
excessive loss for the first 24 hours. During 
the following 24-hour period 25% is replaced 
on each day as tabulated in the third column. 

The initial fluid administered should con- 
tain 50 mEq./l. of NaCl in 10% of carbo- 
hydrate (5% dextrose and 5% fructose). This 
is to be administered on the basis of 360 
ml./M?/24 hours over 45 minutes. This 
should help to increase the extracellular fluid 
and restore the circulation. This solution is 
then followed by the E solution which is 
calculated as suggested by Lowe, on the basis 
of 3,000 ml. of fluid per sq. m. per 24 hours. 
The amount of E solution administered is 
calculated by subtracting the amount of NaCl 
solution administered. During the next 24 
hours an electrolyte solution!’ can be 
administered orally in 1 or 2 oz. amounts every 
3 hours. The amount taken is subtracted 
from the total parenteral fluid requirements. 
This oral solution is made as follows. 

Sodium citrate, 50 g.; sodium chloride, 10 
g.; sodium biphosphate, 25 g.; potassium 
chloride, 25 g.; glucose, 890 g.; 60 g. of this 
powder is dissolved in 1,000 ml. of boiled 
water. This solution provides 50 mEq. of 
Na, 30 mEq. of Cl and 20 mEq./l. of K. It 
is interesting to compare this solution with 
the electrolyte content of various forms of 
milk (Table 5). 


TABLE 5. 


Na cl K 


Colostrum 18 32 22 
Human Milk .. Sa 6 23 10 
Cow’s Milk — 30 42 35 


Should the diarrhoea subside after 24 hours, 
oral electrolyte administration or half-strength 
skim-milk can be given over the next 24 
hours, and the intravenous fluid based on the 
oral intake. After that, graduated concentra- 


tions of milk are introduced. The only addi- 
tional drugs in the drip which may be help- 
ful are 100 mg. of ascorbic acid and 5 mg. 
Should laboratory facilities be 


of thiamine. 
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available, the initial Na, K, Cl, CO3 and blood 
urea estimations should be done and repeated 
24 hours later to watch the progress achieved. 

In most cases the régime outlined above 


has proved satisfactory, as indicated by 
balance studies. 
One of the complications which may 


require a modification of treatment is circula- 
tory shock, which may be helped by the early 
administration of blood or plasma, calculated 
at 10 c.c. per lb. body weight. 

Another complication is K deficiency, which 
may manifest itself early. This is indirectly 
indicated by the following clinical features: 
marked apathy, muscle weakness, abdominal 
distension and the following electrocardio- 
graphic findings, viz. prolonged Q-T interval, 
low rounded and flattened T waves, depressed 
S-T segment, inversion of P and lastly 
auriculo-ventriculo-block and extrasystoles. 
With the present régime this complication 
will be most unlikely. 

If kidney function is not normal, fluid 
retention and K excess may occur. This can 
be avoided by watching the urine output care- 
fully. 


SUMMARY AND CONCLUSIONS 


The designation of electrolytes as milli- 
equivalents is basic for an understanding of 
the fluid equilibrium in the various body fluid 
compartments. 

The estimation of the electrolyte composi- 
tion of the intravascular space must only be 
considered a guide to the programme of 
therapy which is planned in any pathological 
state, because at times the results obtained 
may be a poor guide to the actual body com- 
position; for example, the normal total extra- 
cellular fluid K is about 60 mEq., while the 
total body K is in the neighbourhood of 
3,220 mEq. Therefore, despite a normal 
blood K concentration, the patient may have 
a severe depletion of K. In the case of blood 
CO, estimation, the low level may be 
indicative of either metabolic acidosis or 
respiratory alkalosis. In the case of Na the 
extracellular fluid contains half the body total, 
but this only represents 20% of that in the 
body fluid. 

The determined level only gives the con- 
centration present. It is therefore possible 
that in a case of marked dehydration, if water 
loss parallels the electrolyte loss, the reported 
values may appear normal. Hence, until such 
time as the volume of different compartments 
can be readily measured, all electrolyte 
reports must be interpreted in the light of 
the history and the clinical state of the patient. 
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A simplified programme has been outlined 
for the average case of diarrhoea in infants. 
It has been proved satisfactory by balance 
studies and makes possible a plan for the 
treatment of other conditions, e.g. burns, 
excessive vomiting and diabetes. The pre- 
sumption is that if the various equilibrating 
forces are functioning well, the administration 
of water and electrolytes in adequate amounts 
will adjust the body homeostasis. 


OPSOMMING 


Die aanduiding van elektroliete as mille-ekwivalente 
is ’n voorvereiste vir ’n begrip van die vloeistof- 
ewewig in die verskillende liggaamsvloeistof-kom- 
partemente. 

Die skatting van die elektrolitiese samestelling 
van die binne-vaskulére ruimte moet slegs beskou 
word as ’n leidraad tot die terapieprogram wat vir 
enige patologiese toestand beplan word, want die 
resultate wat soms verkry word kan bes moontlik 
‘n swak aanduiding van die werklike liggaamsame- 
stelling gee; byvoorbeeld, die normale totale buite- 
sellulére vloeistof K is ongeveer 60 mEk., terwyl 
die totale liggaam-K in die buurt van 3,220 mEk. 
is. Ten spyte van ’n normale bloed-K-konsen- 
trasie kan ’n pasiént aan ernstige K-uitputting ly. 
In die geval van ’n berekening van die bloed-CO, 
kan die lae peil ’n aanduiding wees of van meta- 
boliese asidose Of van asemhalingsalkalose. In die 
geval van Na bevat die buite-sellulére vloeistof die 
helfte van die liggaamstotaal, maar dit verteen- 
woordig net 20% van dié in die liggaamsvloeistof. 

Die vasgestelde peil dui slegs die aanwesige kon- 
sentrasie aan. In ’n geval van opvallende vogont- 
trekking is dit derhalwe moontlik dat as die water- 
verlies gelykstaan aan die elektrolitiese verlies, die 
aangetekende waardes normaal sal lyk. Tot tyd en 
wyl die volume van die verskillende kompartemente 
maklik gemeet kan word, moet alle elektrolitiese 
verslae gevolglik vertolk word aan die hand van 
die geskiedenis van die geval en die kliniese toe- 
stand van die pasiént. 
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‘n Vereenvoudige program vir die gemiddelde 
geval van diarree by suigelinge word uiteengesit. 
Ewewigstudies het bewys dat dit bevredigend is, en 
‘n plan vir die behandeling van ander toestande, 
bv. brandwonde, buitensporige braking en suiker- 
siekte, word daardeur moontlik gemaak. Die gevolg- 
trekking is dat indien die verskillende in ewewig 
brengende magte behoorlik funksioneer, die toe- 
diening van water en elektroliete in doeltreffende 
hoeveelhede die liggaamshomeostase sal herstel. 
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AN IMPROVED METHOD OF ADMINISTERING INTRAVENOUS 
FLUIDS 


USING POLYTHENE CANNULAE VIA THE ‘PUSH-IN’ METHOD 


C. C. Dipcott, M.B., B.Ch., B.Sc. 
Johannesburg 


There is nothing new about the use of poly- 
thene cannulae for the administration of 
intravenous fluids. However, the object of 
this report is to present the details of a method 
which the author has found highly successful 
and believes to be superior to the usual ‘ push- 
ins’ and ‘ cut-downs’. 

The method depends on the use of special 
No. 18 thin walled wide bore B. D. lock 


needles, cardiac catheter connexions and size 1 
polythene cannula tubing (Fig. 1). 


PREPARATION 


A complete list of requirements is shown in 
Table I. 

The success of the method depends largely 
upon the maintenance of asepsis, a require- 
ment which cannot be too highly stressed. If 
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Fig. 1. Apparatus required. 

A: Special No. 18, thin-walled, wide bore, 14” 
B-D Luer-Lok needle. 

B: Cardiac catheter connexion with size No. 1 
polythene cannula attached. 

C: Exploded view of cardiac catheter connexion 
in order of assembly. 


TABLE I 


Sterilized Articles 
(a) One sterile towel. 

(6) Gauze and cotton wool swabs. 

(c) Methylated spirits. 

(d) 500 cc. of intravenous saline for cleaning 
catheters. 

(e) Long non-toothed dissecting forceps and a 
pair of scissors. 

(f) Special wide bore No. 18 needles and catheter 
connexions, which have been dismantled and boiled 
for 5 minutes wrapped in gauze for protection. 

(g) B. D. lock 10 c.c. syringe. 

(4) Polythene cannula in a sealed tube of 1: 1000 
Zephiran. 

Non-Sterile Articles 
(a) 2 crepe bandages 4” wide. 

(4) Drip stand and cage for intravenous bottle. 

(c) Intravenous administration set. 

(d) Bottle of the intravenous fluid required. 

(e) Baumanometer. 

(f) Mackintosh. 

(g) Sterile scrubbing brush in Dettcl and a cake 


of soap. 
(h) Roll of adhesive tape. 


organisms can be excluded, the only type of 
inflammation which may finally stop the drip 
will be chemical. 

With aseptic technique a polythene cannula 
is removed with dissecting forceps from the 
tube of 1:1000 Zephiran. Being stored in 
Zephiran the polythene is sterile, and requires 
only to be well flushed with saline to remove 
the Zephiran which is irritating to the endo- 
thelium of the veins. If the tubing is sub- 
jected to boiling it swells and will no longer 
pass through the needle. After rinsing, the 
tubing is cut to the required length and is 
ready for introduction into a vein. 

Method of Introducing the Polythene Can- 
nula. A Baumanometer cuff is inflated to 100 


5 Januarie 1957 


mm. Hg, and the special No. 18 thin walled 
wide bore B. D. lock needle is introduced into 
the vein by the usual method; the use of a 
syringe for insertion allows better control. 
Once the needle has entered the vein, the cuff 
is deflated to approximately 20-30 mm. Hg, 
allowing just enough distension to enable the 
needle to be gently worked up the vein. The 
syringe is then removed, and the polythene 
tubing is introduced up the needle into the 
vein. This passage is usually effected with 
ease, although at bends, junctions and valves, 
a little resistance may be felt, but this is easily 
overcome. The needle is then removed, leaving 
the polythene cannula in place. The cardiac 
catheter connexion is attached to the cannula 
and the drip tubing to the B. D. lock end 
of the cardiac catheter connexion. The can- 
nula is fixed in position by a small piece of 
adhesive tape, $” square, placed adhesive side 
up under the cannula about 4” below where 
the cannula emerges from the skin. A large 
piece is then placed across this small piece, 
adhesive side facing downwards, thus fixing 
the cannula and preventing it from sliding in 
or out. If the cannula, metal connexion and 
drip tubing are well strapped to the arm, and 
padded and bandaged loosely with crepe 
bandages, it will not be necessary to splint 
the arm. 


DISCUSSION 


The main limitation of this method being the 
availability of suitable veins, it is not success- 
ful in shocked patients with low blood pres- 
sures and collapsed venous walls. Its chief 
indication, therefore, is for long-term drips 
which are to run at normal rates, i.e. not more 
than 80 drops per minute. In such cases the 
method has the following advantages : 

i. It is not necessary to splint the arm, 
enabling the patient to use it in moderation 
within the limits of the drip tubing. 

ii. The life of the drip is longer than the 
usual ‘push-in’ and as long as the average 
‘cut-down’, for the smooth non-wettable sur- 
face of the polythene discourages clotting, 
while, due to its soft consistency, it is not 
damaging to the vein wall. 

Another factor may be the small bore allow- 
ing fluid to pass at the maximum rate deter- 
mined by the fluid viscosity, so that no 
retrograde eddy currents of venous blood get 
into the tube and form clots. 

A further advantage is the ready distensi- 
bility of No. 1 polythene tubing. Thus, if a 
clot does form at the end of the tube, through 
not allowing the drip to run at its maximum 
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speed, injecting saline under pressure causes 
the wall to stretch away from the clot, thereby 
releasing it. 

ili. The drip does not require constant 
adjustment, as, being of small bore, the can- 
nula passes between 30-80 drops per minute, 
depending on the viscosity of the liquid and 
the length of the cannula used. As a rough 
guide 3-4” of cannula allow about 80 drops 
of 5% dextrose to pass per minute, whereas 
9-12” allow only about 30-40 drops to be 
delivered per minute. Thus the approximate 
speed of the drip can be pre-arranged. The 
most convenient method is to introduce 
approximately 9-12” of cannula, as 30-40 drops 
per minute is the commonest rate used, and 
if speeding up is required the cannula can 
subsequently be shortened with ease. 

iv. The technique is simple and time saving. 

v. It leaves no ugly scar such as after a 
‘cut-down’. 

vi. Cannulae need not be used immediately 
after insertion but can be left in for several 
days before use, or may be used intermittently. 
Provided saline or heparin is left in the can- 
nula, and it is clamped to prevent a leak back 
of blood, it will not block up completely and, 
as stated, it can be unblocked. (See ii.) 

vii. As an adjunct to the above technique: 
when blood is required before a long-term 
fluid infusion, after introduction of the can- 
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nula the special needle can be re-introduced 
into another vein to give the blood (for which 
it is amply suited owing to its wide bore). 
After the blood has been given, the drip is 
merely connected to the cannula. (See vi.) 

Here the whole of the intravenous therapy 
including the giving of blood has been pre- 
pared for in one operation which is easier on 
both patient and doctor. 


SUMMARY AND CONCLUSIONS 


A new method for the administration of intra- 
venous fluids has been evolved, whereby an 
in-dwelling polythene venous cannula is intro- 
duced via a special needle. 

This method is simple and time saving, 
being indicated in long-term intravenous fluid 
therapy when suitable veins are available. 


OPSOMMING 


’n Nuwe metode vir die toediening van binne-aarse 
vloeistowwe is ontwikkel waardeur ‘n inwendig 
gesetelde poliéteenaarkanule deur ’n spesiale naald 
geintroduseer word. 

Hierdie metode is eenvoudig en bespaar veel tyd, 
en word aangedui in gevalle van langtermyn-binne- 
aarse vloeistofterapie waar geskikte are beskikbaar is. 


The author gratefully acknowledges help in the 
preparation of this paper from Dr. P. Knocker of 
the Surgical Unit, Princess Nursing Home and Dr. 
B. van Lingen of the Cardiac Research Unit, General 
Hospital, who suggested this investigation. 


DUODENAL INJURIES 


R. A. FLEMING, O.B.E., M.B., MS., F.R.CS. 


Johannesburg 


Varied reasons have prompted this survey: 

(1) To-day, many exponents of biliary tract 
surgery advocate routine transduodenal 
exploration of the ampulla of Vater region, 
and emphasis on the possible dangers asso- 
ciated with this procedure, in general hands, 
should be made. 

(2) Most current surgical textbooks have 
little to say about duodenal injuries save that: 

(a) They are rare. Available figures suggest that 
they constitute 2% of all abdominal injuries— 
operative and traumatic. 

(b) They carry a 50% mortality (probably a 
conservative estimate), the large wounds being lethal 
and the smaller ones more amenable to treatment. 
_ (c) The accompanying injuries overshadow them 
in importance. 

(d) The books give very little help with the 
difficulties encountered in their management. 


(3) Sir Gordon Gordon-Taylor says : 


“In none of the statistical tables relating to the 
War of 1939-45 is the duodenum specifically dealt 
with, but perusal of the reports of individual sur- 
geons serving overseas and information obtained by 
personal inquiry from other operators, leaves one 
in no doubt as to the fatal nature of injuries of 
this first segment of the intestinal tract ’.! 

This writer quotes only 14 case reports in 
his section on Duodenal Iniuries. 

(4) The only comprehensive collection of 
duodenal fistulae, that I could find, was a 
series of 96 cases reported by Kittleson? in 
1933. Most of his cases were collected from 
the literature and only 6 were due to trauma. 

(5) I have been fortunate in having the 
experience of treating 10 cases in my 17 
years of surgical practice, and the appended 
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case notes of these patients draw attention to 
some of the problems involved in the manage- 
ment of the condition. Of the series, 5 
patients recovered, representing a mortality of 
50%. The latest 3 patients were treated pri- 
marily by my Surgical Registrars at Baragwa- 
nath Hospital during emergency reception 
sessions. 

Only purely traumatic cases have been in- 
cluded in the series, and fistulae following 
other operations excluded. 


GENERAL AND LOCAL FACTORS WHICH MILI- 
TATE AGAINST RECOVERY FROM DUODENAL 
INJURIES 


GENERAL FACTORS 


1. Associated injuries to other intra-abdominal 
structures in relationship to the duodenum, 
e.g. liver, gall bladder, pancreas, right kidney, 
colon, jejunum, inferior vena cava and aorta. 

2. Failure of the surgeon to locate duodenal 
injuries and to take cognizance of retro-peri- 
toneal haematoma in the region of this viscus. 

3. Shock and collapse associated with blood 
loss and biliary and enzymatic peritonitis. 

4. Electrolyte and fluid imbalance due to 
loss of the aspirated upper alimentary secre- 
tions. It is open to doubt whether intravenous 
replacement of potassium, sodium, chloride, 
bicarbonate, etc. (even guided by daily blood 
chemistry estimations) will completely counter- 
act the effects on the bodily economy caused 
by the loss of the aspirated digestive secre- 
tions. For example, biliary fluids are necessary 
for the normal peristalsis of the bowel, and 
bile salts (which the body normally conserves 
jealously and carefully) are required for com- 
plete absorption of essential elements. 

5. Continued poor general nutrition. This 
is an important factor in the recovery of any 
patient. Long-continued resting of the alimen- 
tary tract by ‘drip and suction’, and the losses 
through duodenal fistulae, always tip the scales 
against the patient's ultimate survival. 


LOCAL FACTORS 


In short, these are anatomical and physiological 
reasons which lead to difficulties in the repair 
of duodenal injuries, in the healing of that 
repair and the persistence of ultimate fistulae. 

1. The strongest concentration of the diges- 
tive juices occurs in this portion of the small 
gut. 

2. In the average normal human, every 24 
hours about 1,500 cc. of saliva are secreted, 
the fasting stomach secretes continuously 10-60 
c.c. per hour, the pancreas secretes 500-1,200 


MEDIESE ByDRAES 


5 Januarie 1957 


c.c (containing 8 g. NaCl) and 500-1,000 cc. 
of bile are secreted. 

It is possible that the injury acts as a stimu- 
lus to secretion of digestive fluids. 

3. The normally high intraduodenal pressure 
varies between 15-30 cm. H.O, and may reach 
75 cm. 

In relation to the problem of high intra- 
duodenal pressure, Samson Wright’s remarks 
on barium meal examination of the duo- 
denum, explain the later breakdown of 
duodenal wound repairs, i.e. after the duode- 
num has recovered from traumatic ileus: 

“Beyond the duodenal cap very active intestinal 
movements take place. It is difficult to see radio- 
logically in man what is going on, but, beyond 
the sharp well-defined shadow of the first part of 
the duodenum, there is an ill-defined and very 
diffuse outline indicating that the meal has been 
rapidly broken up and hurried round the duodenal 
loop into the jejunum ’. 

4. The duodenum is only partially covered 
by peritoneum. 

5. The second and third portions of the 
duodenum can be strongly compressed by 
external force against the vertebral column; 
they lack the mobility of the jejunum and 
transverse colon. 

6. The duodeno-jejunal junction is a weak 
area, being the junction of fixed and mobile 
lengths of small bowel. However, this is off- 
set by the fact that, being a site of embryonic 
mesenteric fusion in the process of gut rota- 
tion, the peritoneum is thicker here and holds 
sutures more securely. 


MODES OF TREATMENT WHICH HAVE BEEN 
ADVOCATED FOR DUODENAL INJURIES 


(A) Direct 2-layer suture, with silk, of the 
perforation, with or without protective rein- 
forcement of the repair with greater omentum; 
tube drainage down to the repair site. Most 
cases so treated seem to form fistulae from 
breakdown of this repair. Exceptions seem 
to be small repairs in the duodeno-jejunal 
flexure region. 

(B) Procedure (A) plus gastro-jejunostomy. 
This is relatively useless because the open 
pylorus remains a passage-way for gastric 
secretions and the effects of the biliary, pan- 
creatic and duodenal secretions remains un- 
changed. 

(C) Procedure (B) plus occlusion of the 
pylorus. Apart from the fact that this pro- 


cedure is condemned by Maingot,> it has the 
effect of diverting the gastric secretions only 
from the injured area. 

(D) Procedure (A) plus jejunostomy. This 
does not decrease the problems of coping with 
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the intraduodenal pressure or diversion of the 
upper alimentary tract secretions. 

The theory that the patient can be fed 
through the jejunostomy opening is relatively 
invalid, because the accompanying ileus, fol- 
lowing the associated peritonitis often pre- 
cludes feeding and occasionally more fluid 
regurgitates out of the orifice than can be put 
in—for similar reasons. 

As the foregoing treatments have been 
reviewed rather unfavourably, it is necessary to 
submit for consideration an alternative, more 
efficient form of management of these cases. 


PROPOSED REGIME OF MANAGEMENT 


1. Perform a duodeno-jejunostomy anastomosis 
(using as proximal a loop of jejunum as pos- 
sible) on the peritonealized surface of the 
duodenum. The anastomosis can be either 
above and ante-colic or below and sub-colic, 
depending on the site of the perforation if 
anterior. In posterior perforations, use a 
decompressive anastomosis in the sub-colic 
peritonealized duodenum. 


ADVANTAGES 


(a) This procedure promotes a__ safety-valve 
mechanism which keeps the intraduodenal pressure 
at a minimum. 

(b) The upper alimentary tract secretions are 
diverted speedily along their accustomed channel 
with conservation of their ingredients within the 
bodily economy. 

(c) If the perforation is anteriorily situated, this 
aperture can be used in the formation of the 
anastomosis, thus obviating the necessity for direct 
suture closure with its attendant difficulties. 

A debridement can be performed of dead and 
damaged tissue without prejudice to ultimate 
closure of the perforation. 

The bruised tissues are more likely to hold 
sutures if tension is minimal; contrast the state of 
affairs in direct suture and in the proposed anas- 
tomosis. 

(d) If the perforation is posterior and repair is 
thus of unperitonealized tissue, an accompanying 
anterior duodeno-jejunostomy through normal tissues 
will spare these precarious posterior suture lines 
from the effects of intraduodenal pressure and con- 
tained secretions. 

(e) If there are anterior and posterior perfora- 
tions, direct suture repair will, apart from other 
difficulties, narrow the duodenum considerably at 
this level and thus subject these suture lines to 
further tension. 

In this type of case, a posterior direct suture and 
an’ anterior duodeno-jejunal anastomosis (using the 
anterior perforation) are more likely to lead to a 
successful outcome. 

(f) The very large ruptures at the duodeno- 
jejunal junction are serious problems if direct suture 
repair is attempted. A good procedure is to close 
the duodenal and jejunal ends completely and to 
restore the continuity of the bowel - an anterior 
duodeno-jejunal anastomosis. 
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2. A second point of importance is to 
manipulate the aspiration tube through the 
pylorus at the end of the operation and to 
pass, post-operatively, a second tube into the 
stomach itself. Continuous aspiration through 
these 2 tubes will assist the diversion of the 
upper alimentary secretions during the early 
stages of the post-operative period, when 
ileus may be a problem. 

3. As I have already mentioned, the routine 
intravenous fluids do not completely return 
the constituents of the aspirated secretions to 
the bodily economy. Accordingly, I suggest 
that this aspirated fluid should be returned 
to the patient through a high rectal drip, the 
tube being passed via a sigmoidoscope into 
the upper sigmoid colon. 

4. Systematic injections of atropine to 
diminish the pancreatic and duodenal secre- 
tions will assist in obtaining a successful 
result. 

5. Routine antibiotic treatment. 


ILLUSTRATIVE CASE REPORTS 
CASE 1 


S. G., aged 29 years, was admitted to Barag- 
wanath Hospital at 10.45 am. on 25 March 
1956, 18 hours after injury. He alleged that 
he had been assaulted at 5 p.m. on 24 March, 
by kicks in central abdomen and left loin— 
two separate assaults. He developed imme- 
diate generalized abdominal pain and _back- 
ache, more pronounced on the left side of 
the upper abdomen. He vomited at the onset 
of the pain and has been retching and vomit- 
ing (green bitter vomitus) since the assaults. 

He was very shocked, and in very great 
pain—retching. There was medium abdominal 
distention and there were diminished 
abdominal respiratory movements. He had 
generalized abdominal tenderness and muscle 
rigidity of maximum severity in the anterior 
and posterior aspects of the left hypo- 
chondrium. Rebound tenderness was present 
and no gross shifting dullness. No bowel 
sounds were heard. The urine contained no 
blood but had a trace of albumin. 


PRE-OPERATIVE MEASURES 


1. Omnopon gr. 1/3; atropine gr. 1/100. 

2. Two pints of blood—rapid administration. 

3. Routine regime of Compelitre—Balfec-Com- 
pelitre (Baxter). 

4. Nasal gastric suction tube and continuous 
suction. 

5. Quarter-hourly blood pressure, temperature, 
pulse and respiration charts. 

6. Crystalline penicillin (600,000 units); then 
procaine penicillin G, 2 cc., b.é.d., ism.i. 
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Maximum fitness was obtained by 1.45 p.m. on 
25 March. 

Operation (2 p.m. on 25 March). A left 
paramedian incision was made. There was a 
small quantity of diffusely spread blood- and 
bile-stained exudate, with much fibrinous 
lymph. A diffuse haematoma was found at 
the root of the mesentery and around the 
duodeno-jejunal junction. A quantity of fresh 
fibrinous lymph was around a pouting }-inch 
rupture of the anterior aspect of the duodeno- 
jejunal flexure. No other visceral damage 
found. 

The perforation was closed with 2 tiers of 
interrupted silk sutures, reinforced by a pad 
of greater omentum over this suture repair. 
A flank drainage tube was put down to the 
repair and a nasal suction tube was manipu- 
lated through the pylorus and brought down 
into the third part of duodenum. 

The abdominal wall wound was closed in 
layers. Two pints of blood were given 
during and after operation by a slow drip. 


PosT-OPERATIVE MEASURES 


1. Maintenance of fluid electrolyte balance by 
Compelitre—Balfec-Compelitre. Dextrose water 
therapy was controlled by daily blood chemistry 
estimations and intake : output charts. 

second nasal tube was placed in the 
stomach, so that both gastric and duodenal secre- 
tions were aspirated via the 2 nasal tubes. 

3. All these secreted fluids were collected and 
returned to the bodily economy by a very high 
sigmoid continuous slow-drip mechanism. 

4. Moistening of mouth and oesophagus by fre- 
quent small sips of water. 

5. Atropine gr. 1/100 ¢.d.s. for 4 days and 
bi.d. for a further 4 days to diminish secretions. 

6. Procaine penicillin G, 2 c.c., and streptomycin, 
1 g. daily for 10 days. 

7. Morphine gr. 1/6, 6-hourly for 3 days. 

8. The usual nursing care and thoracic physio- 
therapy. 

Progress Report. No drainage of note 
occurred from the stab wound drainage tract, 
from which the drainage tube was removed 
after 72 hours. 

The laparotomy wound became septic, dis- 
charging pus only and healed after a length 
of repair suture material was extruded. 

Electrolyte balance was easily maintained 
by the methods stated. The return of the 
aspirated secretions, which seemed to reabsorb 
easily, may have played a big part in this. 

On 30 March he was taking fluid diet by 
mouth without reaction. The bowels moved 
spontaneously on 29 March and every second 
evening thereafter. The faeces were normal 
in colour and consistency. 

On 5 April he was up and out of bed, 
receiving general physiotherapy and taking a 
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light diet. He had hunger complaints. Drips 
and the sigmoid drip were discontinued. 

On 10 April he was taking the medium 
type of hospital diet. A week later he was 
on a full diet. Barium meal examination 
showed no obstruction at the injured site. He 
was discharged from hospital on 22 April. 


CASE 2 


J. P., aged 22 years, was admitted to Barag- 
wanath Hospital at 7.15 p.m. on 4 March 
1956, about 13 hours after injury. He died 
on the operating table at 10.40 am. on 13 
March. 

He said he had been assaulted, having been 
kicked and struck with fists in the abdominal 
region at ? 6 p.m. on 3 March. This assault 
was followed by intense generalized abdominal 
pain, most marked in epigastrium, and 
vomiting. Vomiting of yellowish fluid and 
retching continued at intervals until admis- 
sion. He had blood in the urine and had 
great difficulty in breathing. 

He was in great pain and very shocked, 
with generalized rigidity, tendesness, and 
rebound tenderness. There were diminished 
abdominal respiratory movements. No bowel 
sounds were heard, he was tympanitic and 
there was evidence of free fluid. 

X-rays showed air under the diaphragm 
and distended small bowel with fluid levels. 

There was a small amount of blood in the 
urine. 


PRE-OPERATIVE MEASURES 


1. Omnopon gr. 1/3; atropine gr. 1/100. 

2. Two pints of blood and two pints of plasma 
—by rapid administration. 

3. Routine régime of 
Compelitre (Baxter). 

Nasal gastric suction tube and 20 minutes’ 
intermittent syringe suction. 

5. Quarter-hourly blood pressure, 
perature and respiration charts. 

6. Crystalline penicillin (1 x 106 units), then 
procaine penicillin g, 2 cc. b4.d. and streptomycin 
1 g. daily. 

Maximum fitness obtained at 1 a.m. on 5 March. 


Operation (1.20 a.m. on 5 March). A left 
— incision was made. Much bile, 

lood-stained fluid and gas were found in 
the peritoneal cavity. The only visceral per- 
foration found was a hole, the size of a florin, 
in the anterior wall of the distal half of the 
second portion of the duodenum. 

There was bruising of the pancreas and a 
peripancreatic haematoma was present, but no 
perforation in the posterior wall of the duo- 
denum. There was a big retroperitoneal 
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haematoma, a haematoma around the upper 
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pole of the right kidney and a haematoma in 
the transverse mesocolon. 

The duodenal perforation was closed by 2 
tiers of silk sutures and the repair wrapped 
around with greater omentum, sutured in 
position. 

A stab drainage tube was placed down to 
the sutured area and the abdominal wound 
closed in layers. 

Progress a A The patient picked up 
considerably after the operation. No blood 
was found in the urine after 72 hours. There 
was little drainage from the tube until 7 days 
after operation, when a considerable amount 
of bloody bile-stained discharge occurred. 
But from the fourth day onwards the 
laparotomy wound became septic and a small 
but constant discharge occurred from _ its 
lower end. 

The small bowel remained dilated and con- 
siderable quantities of digestive secretions 
were aspirated through the gastric suction 
tube. 

Daily blood chemistry estimations con- 
trolled the intravenous fluids régime. It was 
not difficult to maintain his blood potassium, 
sodium, chloride, bicarbonate and body fluids 
within normal limits. 

‘Bowel sounds were heard on the fourth 
day, when he passed flatus, but the only 
bowel evacuations he had were with the aid 
of turpentine enemata. 

On the evening of the seventh post-opera- 
tive day he collapsed rather suddenly, his 
pulse became thin and thready, a profuse dis- 
charge from the drainage tube occurred and 
continued, and the abdominal distension 
became more marked. These features and the 
clinical examination indicated that the duo- 
denal suture repair had broken down. 

Intensive resuscitation measures were 
immediately instituted and the patient 
responded well, being fit for further surgery 
the next morning. The decision now to be 
made was a very difficult one. To treat the 
condition conservatively was tantamount to 
inviting disaster and to attempt re-suture of 
the perforation was doomed to failure. This 
patient would never be as well as he was at 
this moment. Accordingly, I decided to per- 
form a duodeno-jejunal anastomosis, using 
the perforation as the proximal aperture. This 
would keep the intraduodenal pressure mini- 
mal and preserve the digestive secretions 
within the body. 

An operation for duodeno-jejunostomy was 
begun at 9.30 am. on .13 March 1956. 
Laparotomy revealed the gaping hole in the 
duodenum and, although this obviously 
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would not close by direct suture, the pouting 
edges held silk sutures remarkably well for 
the anastomosis operation, which took half an 
hour im toto. 

However, closure of the abdominal wound 
was difficult owing to the distended coils of 
small gut, but it was accomplished by 10.25 
a.m. with a little relaxant help from the 
anaesthetist. At this point the patient 
suddenly collapsed and despite cardiac mas- 
sage he died on the table. 


CASE 3 


N. M., aged 21 years, was admitted to Barag- 
wanath Hospital at 3.20 p.m. on 22 Feb- 
ruary 1956. He died at 9.45 p.m. on 23 
February. 

The patient was crushed between buffers 
of 2 railway trucks 5 hours before admission, 
and had been severely shocked and in great 
pain since the accident. Although intensely 
thirsty and avidly drinking fluid before 
admission, he vomited up everything he had 
taken. 

He was very shocked and in great pain, 
with general abdominal distension and 
rigidity, great tenderness, and rebound tender- 
ness. His rapid shallow respirations were due 
to his abdominal state. There were no bowel 
sounds and he had gas and fluid in the 
abdominal cavity. His urine contained blood 
cells and a trace of albumin. 


PRE-OPERATIVE MEASURES 

1. Omnopon gr. 1/3; atropine gr. 1/100. 

2. Blood drip (2 pints under pressure and 
rapidly, and 2 pints at 80 drops per minute). 

3. Nasal gastric suction tube and continuous 
suction. 

4. Quarter-hourly blood pressure, temperature, 
pulse and respiration charts. 

5. Oxygen therapy. 

6. Crystalline penicillin (600,000 units), then 
procaine penicillin g, 2 cc. b.id., i.m4. 

Maximum fitness obtained by 9 p.m. on 22 
February. Blood pressure, 100/76 mm. Hg. 

Operation (9.20 p.m. on 22 February 
1956). A left paramedian incision revealed 
a large quantity of diffusely spread blood 
and bile-stained fluid in the abdominal cavity, 
found to be leaking from a ragged 2-inch- 
long laceration of the anterior aspect of the 
distal part of second portion of duodenum. 
The ampulla of Vater could be seen through 
this laceration. There was bruising of the 
pancreas, the upper pole of the right kidney 
and probably the common bile duct. There 
was a big diffuse haematoma retroperi- 
toneally around the duodenum and similar 
blood extravasations in the mesenteries of the 
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small gut and the transverse mesocolon. 
Investigation revealed no small or large gut 
perforations. The posterior aspect of the 
duodenum was bruised but intact. The 
anterior duodenal laceration was sutured in 
2 tiers with interrupted silk sutures and re- 
inforced with an omental pad. A_ stab 
drainage tube was placed down to the suture 
line. The abdominal wall wound was closed 
in layers. 

Towards the end of the operation the 
patient’s general condition worsened, but he 
recovered on increasing the intravenous blood 
drip flow and at the cessation of operative 
manipulation. 


Post-OPERATIVE MEASURES 


On return to bed his blood pressure fell to 60/?? 
mm. Hg. and despite further blood transfusion and 
intravenous Levophed therapy, he never rallied. He 
died at 9.45 p.m. on 23 February. 


CASE 4 


An Arab male, aged about 40 years, was 
admitted to the Civil Hospital in Khartoum 
in March 1952, with a history of having fallen 
heavily across the gunwale of a river dhow 
during the night, some 48 hours before. 

He was in extremis, with gross peritonitis. 
His condition was improved by gastric 
suction and Plasmosan transfusion (I could 
obtain no blood donor volunteers even from 
his kinsfolk). The provisional diagnosis was 
ruptured viscus, and I felt that conservative 
treatment was unlikely to be successful. 

Operation. This was done under heavy 
sedation and local anaesthesia. A mid-line 
abdominal incision revealed gross peritoneal 
contamination. A laceration of the anterior 
aspect of the duodenum at the junction of 
second and third portions was found. No 
other gross injury was seen. Repair by direct 
suture of the duodenal injury was impossible, 
so a loop of jejunum was anastomosed to the 
duodenum. To safeguard the stoma sutures, 
the loop was sutured proximally and distally 
to the duodenum, and the whole was wrapped 
in greater omentum. Tube drainages were 
placed in Morison’s pouch and down to the 
suture lines. 

As the abdominal wall wound was being 
sutured, the patient deteriorated and died on 
the table. 


CASE 5 


A Yoruba boy, aged 8 years, was admitted to 
Adeoyo Hospital in Ibadan, Nigeria, in 1949, 
after having been knocked over by a lorry. 
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His injuries were: 

1. Rupture of the spleen. 

2. A tear in the right lobe of the liver. 

3. A. laceration at the duodeno-jejunal 
flexure. 

The patient died on the operating table at 
the beginning of the laparotomy. 


CASE 6 


A Yoruba male, aged ? 30 years, was admitted 
in 1949 to Adeoyo Hospital, Ibadan, Nigeria, 
with a history of having been heavily 
assaulted by a number of unknown people 
some 9 hours before admission. 

He was retching and producing a little bile- 
stained vomitus, in great pain and_ shock, 
with a board-like, rigid abdomen. No bowel 
sounds were heard. 


PRE-OPERATIVE MEASURES 


1. Morphine gr. 4; atropine, gr. 1/100. 

2. 5% glucose-saline drip. (A blood transfusion 
could not be arranged in this primitive country.) 

3. Nasal gastric suction. 

4. Quarter-hourly pulse chart. 

5. Penicillin (1 x 106 units 7.m.i.). 

A diagnosis of a ruptured viscus had been 
made and as little improvement occurred, it 
was decided to explore the abdomen under 
local anaesthesia. 

Operation. A mid-line incision revealed 
an abdomen full of fluid (bile- and blood- 
stained). There was a big diffuse haematoma 
around the duodenum, pancreas and root of 
the mesentery, but the only visceral injury 
found was a l-inch-long laceration in the 
anterior wall of the lower part of the second 
portion of the duodenum. Attempted suture 
of this was not satisfactory and it did not 
seem that I could get a really water-tight 
closure without some degree of duodenal 
mobilization—extremely difficult under local 
anaesthesia in a very ill patient. Therefore 
suture was abandoned and a _ side-to-side 
anastomosis was done between the laceration 
in the duodenum and a proximal loop of 
jejunum. 

A drain was put down to the area of 
anastomosis and the abdominal wall closed 
in layers. 


POST-OPERATIVE MEASURES 


1. Morphine gr. 4, 6-hourly for 4 days. 

2. Atropine gr. 1/100 (8-hourly) to diminish 
the alimentary secretions. 

3. The glucose-saline drip was continued (an 
average of 4 litres in 24 hours being given). 

4. Continuous suction of gastric contents which 
were returned to the body through a high sigmoid 


drip. 
5. Penicillin. (300,000 units 8-hourly). 
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Progress. The patient made steady for- 
ward progress until the third morning, when 
he became delirious (possibly a result of the 
atropine) and pulled out his drip needle and 
rectal catheter. He refused to have them re- 
inserted, drank a large quantity of water and 
demanded food. His resistance was reinforced 
by that of his family, who considered the 
whole régime with the greatest suspicion. 
Reluctantly, I allowed them to have their own 
way, and the patient made an uninterrupted 
recovery and left hospital on the fifteenth 
day! 

CASE 7 


A soldier, aged about 30 years, was admitted 
in 1947 to No. 3 R.AF. Hospital, Tele- 
vinski, Palestine, with a bullet wound of the 
abdomen—some 4 hours after having been 
ambushed. 

There was an entrance wound at the level 
of the umbilicus and very slightly to right. 
The exit wound was a little higher and 
through the right erector spinae. 

There was injury to the right renal vessels 
and a local tear of the inferior vena cava plus 
a big haematoma. 

There was a big deficiency producing 
laceration of the lower part of the second 
portion of the duodenum. 


PRE-OPERATIVE MEASURES 


On being informed of the ambush, I took my 
emergency squad to the scene and began blood 
transfusions with Group O blood, under pressure 
with a Higginson syringe, into 2 veins. Morphine 
gr. 4 was given intravenously. The patient, with 
2 less severely injured comrades, was hurried to 
hospital and resuscitation was continued in transit 
in the ambulance. 

An emergency intravenous pyelogram established 
a functioning left kidney but no dye was seen on 
the right side. 

Operation. A mid-line abdominal incision 
was made, with an ultimate right trans- 
rectal extension. The peritoneal cavity con- 
tained blood and bile-stained intestinal fluid 
and there was an enormous retro-peritoneal 
haematoma. The injuries were as stated. 

The duodenal hole was plugged with an 
abdominal swab and the peritoneal cavity 
cleaned out. The hepatic flexure was reflected 
and the right renal area exposed. The kidney 
was loose from its pedicle and, whilst digital 
pressure was maintained over the origin of 
the renal pedicle from the big vessels, the 
haematoma was removed by the assistant. The 
wound in the inferior vena cava was repaired 
by oiled silk sutures without unduly narrow- 
ing the lumen, and the lacerated kidney 
removed. The retroperitoneal space was 
drained by a stab drain. 
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The duodenal hole could not be repaired 
by suture. An anastomosis was therefore 
made between the duodenal laceration and a 
proximal loop of jejunum. The anastomosis 
was protected by a covering of greater 
omentum and a drain was placed down to the 
site. The wound was closed in layers. Durin 
the operation 4 pints of compatible bl 
were given and the gastric suction tube was 
manipulated through the pylorus into the 
duodenum. 

Progress. Plasma transfusion, followed by 
5% glucose-saline, was given for 5 days, and 
the fluids aspirated through the duodenal tube 
were returned per rectum. The patient 
remained on the dangerously ill list for 10 
days, but made steady progress, and duo- 
denal suction was unnecessary after 4 days. 
Fluids by mouth were taken on the fourth 
day and a light diet by the tenth day. 

There was no drainage of note from either 
tube. 

Ultimately he was discharged cured and the 
only symptom of note was a heavy feeling of 
short ee occurring about the middle of 
a meal. 


CASE 8 


E. X., aged 32 years, a coal miner (face 
worker) was admitted to Tynemouth Jubilee 
Infirmary in 1943 with a history of having 
been struck heavily in the upper abdomen by 
a wooden pit prop which had become dis- 
lodged. He was admitted 54 hours after the 
injury in a very shocked condition with 
extensive rigidity, rebound tenderness, and 
pain—most marked in upper central and left 
areas of abdomen. There was blood in his 
urine. 


PRE-OPERATIVE MEASURES 


1. Morphine, gr. 3; atropine, gr. 1/100. 

2. Three pints blood followed by 5% glucose- 
saline. 

3. Oxygen therapy. 

4. Gastric suction. 

5. Quarter-hourly pulse chart. 

Operation. supra-umbilical mid-line 
incision revealed a moderate amount of 
fluid in the abdomen, consisting of blood, bile, 
faecal material and ? intestinal contents. 

He had a hole in a very bruised transverse 
colon draining faecal material. There was a 
small hole in the anterior aspect of the 
duodeno-jejunal flexure, draining contents. 
There was bruising of the stomach but no 
perforation, and a haematoma around the 
pancreas and the left kidney. The spleen was 
intact. 


The duodeno-jejunal perforation was 


| 
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sutured with 2 layers of silk sutures and a 
detached piece of omentum sewn over the 
repair. A drainage tube was placed down to 
the repair. 

The colon injury was converted into a 
double-barrelled colostomy and the abdominal 
wall closed in layers. 


PosT-OPERATIVE MEASURES 


1. Morphine, gr. + (6-hourly for 72 hours and 
thereafter as required). 

2. 5% glucose-saline drip (the daily quantity 
was calculated as the amount of urine (per catheter)) 
+ 1,000 cc. for invisible loss + 3,000 cc. for 
maintenance of metabolism. The drip was con- 
tinued for 7 days. 

3. Half-hourly aspiration through a gastric tube, 
continued until aspiration was minimal; all fluid 
aspirated was returned to the body first through 
a high sigmoid drip and later, when the Paul’s 
tubes had come away, through the proximal loop 
of the colostomy. 

Progress. Initially, the patient made good 
progress, but about the third day he became 
much sicker. He improved a few days later, 
after the evacuation of foul-smelling pus 
through the abdominal wound external to the 
colostomy—a sequel, no doubt, of the peri- 
toneal soiling found at operation. After this 
he improved considerably, taking a fluid 
nutrient diet on the ninth day and a light diet 
by the fourteenth day. 

The colostomy was closed (with difficulty) 
4 weeks later. He was discharged cured after 
7 weeks in hospital. 


CASE 9 


A civilian male, aged 20-30 years, an air raid 
casualty (North Shields), was admitted to 
Tynemouth Jubilee Infirmary in 1942 after 
sustaining injuries from high-explosive bomb 
casing fragments. He was very shocked and 
in great pain and suffering from a through- 
and-through wound of the upper abdomen. 
The entrance wound was above and to the 
left of the umbilicus, and inflicted the fol- 
lowing injuries: a tear of the mesacolon, a 
scoring type of laceration about 2 inches long 
on the anterior aspect of the supra-colic 
second portion of the duodenum, and a deep 
laceration in the right lobe of the liver. There 
were other surface lacerations of the rest of 
the body. After initial blood transfusion, 
etc., an operation was performed the same 
evening. 

Operation. The abdominal cavity was 
opened through a mid-line incision. There 
was much contamination within the coelom 
by blood and intestinal contents. The injuries 
have been described. 
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The duodenal laceration was sutured in 2 
layers with silk sutures and the area wrapped 
in greater omentum, the mesocolon was 
repaired and, as atrempted control of the 
liver bleeding was unsuccessful, the deep 
laceration was packed with ribbon gauze. This, 
together with a drainage tube to the area of 
duodenal repair, was led out through a stab 
incision. The abdominal wall was closed in 
layers. 

Progress. The duodenal repair broke down 
and a fistula formed. The patient lingered 
on for about 10 days and died of broncho- 
pneumonia. 


CASE 10 


J. X., aged 28 years, an underground coal 
miner, was admitted to Tynemouth Jubilee 
Infirmary in late 1941 with a history of 
having been crushed in a tub accident 4 hours 
before admission. 

He was admitted in great pain and was 
very shocked. He had medium abdominal 
distension and no bowel sounds, gross 
abdominal rigidity and rebound tenderness. 
There was macroscopic blood in the urine. 

A provisional diagnosis of ‘ruptured 
viscus’ was made. 


PRE-OPERATIVE MEASURES 


1. Morphine, gr. 4; atropine, gr. 1/100 

2. Two pints of compatible blood followed by 
5% glucose-saline. 

3. Gastric suction—aspiration every 10 minutes. 

4. Quarter-hourly pulse chart. 

After 3 hours patient was considered fit for 
exploration. 

Operation. supra-umbilical mid-line 
incision revealed a lot of peritoneal soiling 
by blood and bile-stained intestinal contents. 

The following injuries were found: 

1. Almost complete rupture of the bowel 
at the duodeno-jejunal flexure—only a strand 
of connecting tissue was left. 

2. Sub-serous haemorrhage in lower 
stomach (both surfaces), but no perforations. 

3. Sub-serous haemorrhage and oedema of 
the left portion of the transverse colon. 

4. Haemorrhage into the transverse meso- 
colon and in the retroperitoneal tissues 
around the duodeno-jejunal flexure. 

The stomach injury was adjudged to 
require no treatment. The affected part of 


the colon was wrapped up in great omentum 
and stitched in place. 

The duodeno-jejunal injury was thought 
to be unsuitable for a safe anastomosis because 
of the necessary amount of mobilization of 
proximal bowel which would, at the best, be 
only partially peritonealized. 


The rupture 
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was therefore completed with scissors and 
proximal and distal bowel closed by silk 
suture. (The duodenal stump needed a fair 
degree of mobilization for a safe closure.) 
Then an iso-peristaltic side-to-side anasto- 
mosis was done between the third part of the 
duodenum and the most convenient proximal 
part of the jejunum. A stab drainage tube 
down to the area was inserted and the 
abdominal wall wound closed in layers. 

A catheter was placed in the bladder and 
continuous drainage was maintained for 5 
days. The urine was examined for blood and 
the quantity recorded on an output chart. 


POST-OPERATIVE MEASURES 


1. Morphine gr. 4 (6-hourly for 72 hours, 
thereafter as necessary for comfort). 

2. 5% glucose-saline drip. The daily quantity 
was calculated as the amount of urine + 1,000 c.c. 
for invisible loss + 3,000 cc. for maintenance of 
metabolism. The drip was continued for 5 days. 

3. Half-hourly aspiration through the gastric 
tube, continued until aspiration was minimal. All 
fluid aspirated was filtered through gauze and 
returned to the body through a high sigmoid type 
of rectal drip. 

4. The patient was allowed to moisten his mouth 
with water. 


Progress. After 72 hours he was allowed 
1 oz. of water per hour by mouth. After 7 
days he was on gradually increasing fluid 
diet. 

Suspended crushed M. and B. 760 tablets 
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(two 6-hourly) were given by mouth but 
abandoned because they made him vomit. 
After 14 days he was on a light diet— 
strained, and after 20 days he was on a 
normal diet. 

He was discharged cured after 27 days. 


SUMMARY 


Several of the problems in the management 
of duodenal injuries are discussed. 

A scheme of surgical treatment is suggested 
and 10 personal case histories are described. 


OPSOMMING 


Etlike van die probleme wat teégekom word by die 
behandeling van duodenale beserings word in 
oénskou geneem. 

’n Skema vir chirurgiese behandeling word aan 
die hand gedoen, en die geskiedenis van 10 gevalle 
word verstrek. 
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NOTES AND NEWS - BERIGTE 


Mr. Leon Bryer, F.R.C.S., of the staff of the Barag- 
wanath Hospital, Johannesburg, has left for England 
where he will study orthopaedic surgery at the 
University of Liverpool. 


Dr. Alice Cox, M.D., has retired from private prac- 
tice. Dr. Benjamin Chesler joined Drs. Max Feld- 
man, Carl Jeppe and Fred Frankel in psychiatric 
practice in December 1956, at 1 Keyes Court, Keyes 
Avenue, Rosebank, Johannesburg. 

Branch consulting rooms will be maintained at 
Dr. Chesler’s previous address, viz. Dunvegan Cham- 
bers, Joubert Street, Johannesburg. (Telephones: 1 
Keyes Court, Rosebank: 42-2481, 42-2154; Dun- 
vegan Chambers: 23-7490). 


Dr. M. M. Suzman, a Senior Physician and Head 
of a Medical Unit of the Johannesburg Hospital, 
and a member of the teaching staff of the Depart- 
ment of Medicine of the University of the Wit- 
watersrand, has been appointed an Honorary 
Research Fellow on the staff of the South African 
Institute for Medical Research. 


Dr. L. J. A. Loewenthal of Johannesburg, has been 
appointed an Honorary Research Fellow on the 


staff of the South African Institute for Medical 
Research. 

Dr. Loewenthal is Assistant Dermatologist to the 
Johannesburg Hospital and a Lecturer in Derma- 
tology at the University of the Witwatersrand. 

He has also been asked to join the International 
Committee on the Education of Dermatologists which 
is to hgld its first meeting in Stockholm in 1957 
at the International Congress. 


AWARDS FOR ORIGINAL OBSERVATIONS BY 
GENERAL PRACTITIONERS 


INSTITUTED BY BENGER LABORATORIES 


South African general practitioners are eligible for 
rizes to the value of £500 which are being awarded 
E Benger Laboratories, the British pharmaceutical 
company, for ‘ original observations in general prac- 
tice’. 

Entries, which can be in any form and of any 
length, will be judged by the Awards Committee of 
the British College of General Practitioners. 

They may be concerned with the cause, diagnosis, 
treatment or prevention of any disease. All entries 
will be published and the book will be generally 
available. 
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It is hoped that this experiment will prove a 
stimulus to medical research workers everywhere— 
whether in hospitals, special institutions or pharma- 
ceutical companies. 

General practitioners in any country are eligible 
to compete and entries must reach the Chairman of 
the Awards Committee, College of General Practi- 
tioners, 54 Sloane Street, Chelsea, by 31 July 1957. 

The awards have the endorsement of the British 
Medical Association. 


WITWATERSRAND MEDICAL LIBRARY 
BOOKS RECEIVED RECENTLY 


Adriani, J. Techniques and procedures of anaes- 
thesia. 2 ed. Oxford: Blackwell, 1956. 

Atwood, W. H. Comparative anatomy. 2 ed. 
St. Louis: Mosby, 1955. 

Bland, J. H. Clinical recognition and management 
of disturbances of body fluids. 2 ed. Philadelphia: 
Saunders, 1956. 

Clark-Kennedy, A. E. How to work. London: 
Lancet, 1955. 

Colby, F. H. Essential urology. 3 ed. London. 
Bailliére, 1956 

Commission on Chronic Illness. Chronic ill- 
ness in the United States. Cambridge, Mass.: Publ. 
for the Commonwealth Fund by Harvard U.P. v. 
2: Care of the long-term patient. 

Davidson, L. S. P. Principles and practice of 
medicine. 3 ed. Edinburgh: Livingstone, 1956. 

Ecker, A. Angiographic localization of intracranial 
masses. Springfield: Thomas, 1955. 

Evers, N. Analysis a drugs and chemicals. 2 
ed. London: Griffin, 

Fluhmann, C. F. of menstrual dis- 
orders. Philadelphia : Saunders, 1 

Hobson, E. P. G. Physiotherapy in paraplegia. 
London: Churchill, 1956. 

Hutchison, R. Food and the ' Aiea of dietetics. 
11 ed. London: Arnold, 1956. 

International Conference on the Peaceful Uses of 
Atomic Energy. Proceedings. 1955. Library has v. 
10. Radioactive isotopes and nuclear radéations in 
medicine. v. 11. Biological effects of radiation. v. 
14. General aspects of the use of radioactive iso- 
topes: dosimetry. 

Karsner, H. T. Human pathology. 8 ed. Philadel- 
phia: ae, 1955. 

Krupp, M C.” Physician's handbook. 9 ed. Los 
Altos: Lange Medical Publs., 1956. 

Le Marquand, H. S. Endocrine disorders in child- 
hood and adolescence. 2 ed. London: English 
Universities Press, 1954. 

Lewin, P. The back and its disk syndromes. 2 
ed. London: Kimpton, 1955. 

Lewis, T. L. T. Progress in clinical obstetrics and 
gynaecology. London: Churchill, 1956. 

Modern operative surgery. 4 ed. London: Cassell, 


1955. 

Montreal. Traffic Accident Foundation for Medical 
Research. Medical aspects of traffic accidents. Mon- 
treal: Sun Life Assurance Company of Canada, 
1955. 

Naish, F. C. Breast feeding. 2 ed. London: 
Lloyd- Luke, 1956. 

Oughterson, A. W. ed. Medical effects of the 
atomic bomb in Japan. New York: McGraw-Hill, 
1956. 

Price, F. W. Textbook of the practice of medicine. 
9 ed. London: Oxford U.P., 1956. 
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Royal Society, London. Biographical memoirs of 


Fellows of the Royal Society. London: Royal 
Society, 1955. 
Rushmer, R. F. Cardiac diagnosis. Philadelphia: 


Saunders, 1955. 

Simon, G. Principles of chest X-ray diagnosis. 
London: Butterworth, 1956. 

Starling, E. H. Principles of human physiology. 
12 ed. London: Churchill, 1956. 

Tobias, P. V. Chromosomes, sex-cells and evolu- 
tion in a mammal. London: Publ. for the 
S.A.C.S.L.R. by Lund Humphries, 1956. 

Edin- 


Tompsett, D. H. Anatomical techniques. 
burgh: Livingstone, 1956. 
Whitby, L. E. H. Medical bacteriology. 6 ed. 


London: ‘Churchill, 1956. 
Wintrobe, M. M. Clinical hematology. 4 ed. 
London: Kimpton, 1956. 


ood, P. H. Diseases of the heart and circula- 
tion. 2 ed. London: Eyre & Spottiswoode, 1956. 
World Health Organization: Expert committee 
on insecticides. Specifications for pesticides. 
Geneva: W.H.O., 1956. 
Yoffey, J. M. ’Lymphatics, lymph and lymphoid 
tissue. London: Arnold, 1956. 


THESES 


Barkhan, P. Studies on some human haemorrhagic 
disorders. 1955 

Irsigler, F. J. Neurochirurgiese aspekte in verband 
met apoplektiese breinbloedings. 1955 

Stuart, R. W. G. Investigation of static disorders 
of the foot. 1956. 


PRIMARY UNSATISFACTORY PNEUMONIA 
A NEW SPECIFIC TEST 


(From Proc. Soc. Extern. Biol. Med., 1956) 


Our Laboratory Correspondent writes: In the course 
of a study of serological reactions in cases of primary 
unsatisfactory pneumonia, numerous modifications of 
the complement fixation test were carried out. The 
results were quite uniform and constant: mixtures 
of all possible antigens with convalescent sera were, 
without exception, highly uncomplimentary. Because 
of these and certain other technical difficulties, such 
as persistently negative results, a new test was 
devised, by which it has been possible to detect the 
presence of almost non-existent antibodies in primary 
unsatisfactory pneumonia without a few seconds. The 
method of this test, known as the Non-Interference 
or Three-Potnt-Landing Test, is reported here in 
interminable detail. 

Method: The various reagents are kept in dark 
bottles shielded from the light, and the entire proce- 
dure is carried out at night, preferably by the light 
of a full moon. Several candlebra may be lit, as 
these do not affect the test. 

Equal parts of the following reagents are mixed 
in large test tubes: White’s buffer solution, biotin, 
corn starch, a single strand of gold braid, aromatic 
spirits of ammonia, normal mongoose lung sus- 
pended in stomach washings, calomel, acute-phase 
nail parings and the white of a duck’s egg. These 
are Line over an open fire with a rabbit's foot, 
then centrifuged at 50,000 rpm for 7 days. The 
sediment is re-suspended in an equal volume of 
Brownian reagent*. Its appearance is seen to be 


*Tap water. 
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turbid, grey and unpromising. It is sometimes brown 
around the edges, and resembles the contents of a 
forgotten, untended water-bath. 

When acute phase serum is added to this sus- 
pension, it immediately goes into solution and 
becomes clear and colourless, but when convalescent 
serum is added (and it must be added cautiously) 
drop by drop, the mixture promptly turns deep blue, 
then brown, then bright red, and finally produces 
a clear white flame. If desired, a perforated metal 
contrivance may be placed over the tube at this time. 
It will provide a loud whistle. At this point the 
tube should be quickly placed in a barrel of oil and 
the results published immediately, in order to avoid 
flying glass. 

Discussion: This test is considered to possess 
several advantages over previous methods for detect- 
ing antibodies in primary unsatisfactory pneumonia: 

1. It is new; 

2. It provides a very gratifying end-point; 
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3. It retains all the precious minerals; 

4. It does not require the use of cotton rats; 

5. There are no elementary bodies; and 

6. It is positive. 

In regard to point (6), it should be added that 
some convalescent sera have recently yielded negative 
results with this test. This is an example of the 
interference phenomenon and these cases have been 
sub-classified as primary atypical unsatisfactory pneu- 
monia. 

This work was carried out under grants from the 
Laymen’s League Against Epilepsy, the Junior League 
and the League for and against Joiners. It has also 
received the approval of the Good Housewarming 
Institute. 

The authors wish to acknowledge the assistance 
of the Laboratory Correspondence Course, without 
which this work would have been considerably 
facilitated. 


REVIEWS OF BOOKS 


INSECTICIDES 


Expert Committee on Insecticides, Sixth Report. 
World Health Organization: Pages Report 
Series, 1956, No. 110, pp. 3s. 6d. Van 
Schaik’s Bookstore (Pty.) Box 724, 
Pretoria. 


In the numerous campaigns undertaken throughout 
the world against insect-borne diseases, various types 
of spraying and dusting apparatus have been used 
on an ever wider scale in recent years. It is antici- 
pated that their use will continue to increase, and 
the success of future campaigns will depend in a 
large measure on the quality, durability and effi- 
ciency of such equipment. It is for this reason 
that the WHO Expert Committee on Insecticides 
has thoroughly reviewed, in the light of field 
experience, the specifications which it established in 
1950 and 1951 for 3 types of apparatus: compres- 
sion sprayers, stirrup-pump-type sprayers, and hand- 
carried, hand-activated, plunger-type dusters. The 
revised specifications are contained in the Sixth 
Report of the Committee, which has just appeared. 

Since insecticide equipment is destined to be used 
intensively and sometimes under very difficult con- 
ditions, it is important that it always be maintained 
in perfect working order. The report gives full 
details regarding maintenance and repair of sprayers 
and dusters and includes a list of spare parts which 
should be supplied with them. It also includes 
information on the characteristics and efficiency of 
fogging and misting machines and suggestions for 
their use. 

The utilization of highly toxic insecticides tends 
to increase the risks to which persons handling or 
applying such products are exposed, and an 
important section of the Report is devoted to this 
subject. It indicates the rules to be followed and 
the protective measures to be taken, such as the 
wearing of special clothing and the use of special 
devices by persons engaged in spraying operations 
or in preparing insecticide solutions and suspen- 
sions. 

The Report describes the impregnation of clothin 
and bedding with insecticides, a method which 


could probably be applied also in treating the tents 
of nomadic peoples in malarial regions. 

Other subjects covered by the report are: stan- 
dardization of equipment; improvements which 
could be introduced to meet local requirements; 
equipment for the application of molluscicides in 
bilharziasis control programmes; and equipment for 
the disinsectization of aircraft. Finally, there are 
recommendations for research on a number of prob- 
lems. 


TUBERCULOSIS CONTROL 


Tuberculosis Control: Plans for Intensified 
Inter-Country Action in Europe. Report of a 
Study Group. World Health Organization: 

Technical Report Series, 1956, No. 112; 14 
pages. Price 1s. 9d. Pretoria: Van Schaik’s 
Bookstore (Pty.) Ltd., P.O. Box 724. 


This report summarizes the discussions of a Study 
Group convened by W.H.O. to enable European 
countries to exchange views on recent experience in 
tuberculosis control and on the advisability of 
re-orienting their control programmes, following the 
rapid decrease in tuberculosis mortality which has 
occurred in recent years. The Group limited its 
discussions to pulmonary tuberculosis. 

The report first examines the measures to be 
taken to ensure the comparability of statistical data 
from different countries. It recommends, inter alia, 
that a precise definition should be given for the 
terms ‘case of pulmonary tuberculosis’ and 
‘ morbidity rate’, which are often used with different 
meanings in different countries. Furthermore, 
whereas in the past mortality rates have sufficed for 
estimating and comparing the prevalence of tuber- 
culosis, it is now necessary to have other indices, 
which may be obtained either from routine health 
statistics or from special surveys. The establishment 
in each country of a central tuberculosis register, 
carefully kept up to date, would be of great value 
for the epidemiological study of the disease. Among 
other features, it would make it possible to obtain 
at all times, by an inventory of the register, details 
of the prevaleace of bacillary cases. Should it not 
prove possible, at least in the near future, to orga- 
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nize a national register, then, to begin with, 
regional registers could be established which would 
be gradually extended to cover the whole country. 
An Annexure gives a list of the information which 
should be collected for each case included in the 
register. 

With regard to the indices which can be obtained 
from special surveys, the Report recommends, on 
the one hand, the tuberculin index and, on the 
other, an index based on a complete examination 
for tuberculosis of sample population groups. The 
latter index is the more reliable, provided that the 
groups examined include persons of all ages; an 
attempt should be made to do this wherever feasible. 
If complete population groups cannot be examined, 
the military conscript class would appear to be the 
most suitable for purposes of international com- 
parison. As to the tuberculin index, although its 
value is more restricted, it can be obtained in almost 
all countries. It should be widely used as a first 
step. 

Among specific measures for tuberculosis control, 
case-finding will continue to play an important part, 
but the method employed will vary according to 
the country. In regions with low prevalence, the 
examination of contacts will become increasingly 
necessary. The Report stresses the role which dis- 
pensaries will, for a considerable time yet, have to 
play as diagnostic centres. In particular, they should 
continue to be responsible for the examination of 
specially exposed groups. The Report gives general 
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directions for the systematic examination of the 
population, covering either total population groups 
or special groups, such as patients admitted to hos- 
pital, old people and students. A suggested code 
for the classification of the results of examinations 
is given in an Annexure. 

The Report points out the value of BCG vaccina- 
tion as a supplementary preventive measure, parti- 
cularly for the contacts of infectious cases and for 
highly exposed groups. The control of bovine tuber- 
culosis will become of increasing importance for 
prevention of the disease in human beings, owing 
to the relative decrease in the number of infectious 
human cases. 

Hospitalization of infectious cases will continue 
to be a major factor in tuberculosis control for a 
number of years. However, it is to be expected that 
in Europe the number of beds required for tuber- 
culosis will diminish. The extensive use of new 
anti-tuberculosis drugs raises the problem of the 
resistance of the bacilli to such drugs. Information 
should be collected on the frequency of new cases 
of infection with resistant strains by means of a 
systematic study of the bacilli isolated from all 
new cases in a limited, defined area. 

Finally, the Report stresses the need to encourage 
the use of rehabilitation facilities, the participation 
of physicians in the control of the disease, the 
education of the public and the provision of social 
and economic assistance for patients and their 
families. 


CORRESPONDENCE 


MEASLES AND BLINDNESS 


To the Editor: The authors of the paper entitled 
Measles: A Common Cause of Blindness in Sekhu- 
kuniland' (in your issue of 10 November 1956) 
appear to have missed the point. 

The clue lies in their somewhat surprised (but not 
surprising) discovery that serious eye complications 
in measles occur in the Bantu and not in the white 
population of South Africa. As Sir Heneage Ogil- 
vie so succinctly put it in a recent paper on another 
subject: “The healthy tissue of a healthy patient 
can deal with injury or infection, but damaged 
tissues in an unhealthy patient can do neither.’2 
Apart from the surface corneal ulceration of 
secondary (virus infective?) catarrh in bad measles 
cases (itself not specific), there are no specific eye 
changes in measles, such as for instance the very 

typical interstitial keratitis of congenital syphilis. 
The term ‘measles keratitis’ is in itself a mis- 
nomer from the standpoint of pure pathology, but 
has a certain usefulness for clinical reference. 

The remainder of the complications described in 
the paper, and which the authors suggest resemble 
the condition of malnutritional keratitis described 
by myself,3 are (or appear to be) exactly that con- 
dition. 

Measles in the undernourished is a debilitating 
disease, and in the absence of individual or racial 
immunity can also be a killer. What more natural 
in a race already prone to malnutritional eye disease 
as a result of post-weaning derangement and damage 
in mesodermally derived tissues, that one should 


come across a spate of malnutritional keratitis when 
any extra weakening condition comes» along. Instead 
of depending on a diagnosis of mooka by the 


parents, an investigation of the post-weaning diet 
of measles eye victims would be more enlightening. 

As I pointed out in a later paper,4 the factors in 
malnutritional keratitis can act at long range, some- 
times occurring months or years before any obvious 
breakdown of the cornea. To tie this breakdown 
to some immediate precipitating factor, such as 
tuberculosis, mumps, pneumonia or measles would 
be short- sighted in the extreme. I went so far as 
to suggest (supported by figures) that even the onset 
of puberty, entailing increasing metabolic stresses, 
is liable to precipitate a recrudescence or lighting-up 
of a weakness already prepared and laid down in 
the vital period of corneal development. It is 
difficult to determine the age limits of this period 
of architectural and physico-chemical stromal (sub- 
stantia propria) consolidation but, in my own view, 
I doubt if it extends much beyond the age of 6 
or 7 years. Gross malnutrition after this age, and 
certainly after the age of puberty, does not seem 
to produce any such violent eye changes, as evidence 
from concentration camps in World War II would 
seem to show. 
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a one-dose 
treatment 
for 


The powerful antimalarial action of 
Camoquin* has proved outstandingly 
successful in world-wide use. A single 
dose is capable of rapidly terminating 
acute attacks of benign tertian, malignant 
tertian and quartan fevers, while the dose 
repeated fortnightly is an effective suppressant. 
ne Camogquin is very well tolerated by the great majority 


of patients and its toxicity is low. 


CAMOQUIIN 


*Trade Mark 
SUPPLIED IN SINGLE DOSE PACKETS OF 3 AND BOTTLES OF 100 AND 1000 


-+*s PARKE, DAVIS LABORATORIES (PTY.) LTD. 


‘b ER ~ Union of South Africa: Lennon Ltd., all branches. 
And in Mogambique, Angola, Belgian Congo, etc. 


F fy P.O. Box 9971, Leisk House, Bree & Rissik Streets, Johannesburg. Telephone 22-2812 

i % sq Telegrams: “‘Cascara,” Johannesburg. And at Port Elizabeth. 
oie : . Distributors in: Rhodesia and Nyasaland: Ian Wilson (Pvt.) Ltd., Bulawayo. 
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BERMIDE fills a long-sought objective 
in the therapy of arthritis and rheumatic 


disorders. It combines the following 
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SUCCINATE-SALICYLATE THERAPY FOR THE RELIEF OF 
SYMPTOMS ASSOCIATED WITH ALL RHEUMATIC DISORDERS 


advantages: 


FREEDOM FROM ILL-EFFECT. 


OBVIATION OF SALICYLATE TOXICITY: 


SUITABILITY FOR PROTRACTED 
ADMINISTRATION 


It has long been accepted by the 
medical profession that acetyl- 
salicylic acid is unsurpassed as 
an adjuvant in the treatment of 
arthritic and rheumatic con- 
ditions. 


Hitherto, it has been impossible 
to administer massive and pro- 
longed dosage of acetylsal with- 
out lowering prothrombin level 
and avoiding its inhibitory effect 
on tissue respiration. 


When, however, calcium suc- 
cinate and acetylsalicylic acid 
are combined as in BERMIDE, 
the acetylsalicylic acid is rendered 
non-toxic without lessening its 
effectiveness as a means of 
alleviating pain. 


The BERMIDE formula has 
been enthusiastically accepted in 


Great Britain, the United States 
and Canada, where clinical in- 
vestigation has yielded impres- 
sive results. 


BERMIDE is promoted ethically 
in bottles of 100 tablets and the 
large size dispensing bottle of 500 
tablets. If your Pharmacist does 
not already have BERMIDE in 
stock he may obtain it directly 
from B. P. Davis Limited, 
P.O. Box 3371, Johannesburg, 
or through usual wholesale 
channels. 


Bermide 
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NEW 3-in-I penicillin 


ob TRIPLOPEN, Glaxo’s new penicillin, combines in 
a single preparation the advantages of a high initial 
bactericidal level of penicillin plus ultra-prolonged 
bacteriostatic action. Its substantial dose of sodium 
penicillin produces a very high immediate peak 
concentration, rapidly killing the bulk of the 
invading bacteria. The advantage gained by this 
initial attack is supported during the following 
24 hours with procaine penicillin, and continued for 


3 to 4 days by benethamine penicillin (Benapen). 


S | Serum concentrations produced by a single intramuscular injection of Triplopen 
= Time in hours | 3 6 12 24 48 72 % 
Average penicillin 
concentration in 8-70 1-66 -87 “41 +26 “13 07 +03 
units ml. 
e H Triplopen is issued as a dry powder having the following formula : 
0 j benethamine penicillin, 500,000 units; 
Spe) procaine penicillin, 250,000 units; 
n | sodium penicillin G, 500,000 units. 
y | Free-flowing: When water is added Triplopen suspends 
4 immediately to make an unusually fluid injection which passes 
‘ easily through a 23 S.W.G. needle without clogging. 


Single-dose vials in boxes of ten. 


TRIPLOPEN 


TRADE MARK 


GLAXO LABORATORIES (8.A.) (PTY.) LTD., P.O. BOX 21, WADEVILLE, TRANSVAAL 
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Passes the acid test 


SUITABLE FOR ALL AGE GROUPS 


PENICILLIN-V, LILLY, is unique in being acid-stable, and 
thus is not destroyed by gastric secretions. It gives higher 
and more prolonged blood levels than any other oral 
penicillin, and is therapeutically comparable with parenteral 
penicillin. Penicillin-V, Lilly, is the product of choice 
wherever penicillin treatment is indicated. 


Available as: 

‘PULVULES’ PENICILLIN-V, LILLY, 125 mg. In bottles 
of 12, 100, 500 and 1,000. Average adult dose — 1 capsule 
four times daily, increased in severe infections. 


SUSPENSION PENICILLIN-V, LILLY, PAEDIATRIC 
62.5 mg. in each 5 cc. (large teaspoonful), in bottles to 
make 60 cc. Pleasantly flavoured. Average children’s dose 
— | teaspoonful four times daily. 


Eli Lilly International Corporation 
Indianapolis 6, Indiana, U.S.A. 
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WHO SAYS 


a leopard can’t 
change its spots? 


A unique pharmaceutical 
for topical treatment of 
certain types of melanin 


| hyperpigmentation of the : 
human. skin. 


BRAND OF MONOBENZONE 
Available: 


Ointment 20°, in 14 oz. tubes 
Lotion 5%, intozand4oz “BMP PAUL B. ELDER COMPANY 


) Pharmaceutical Manufacturers BRYAN, OHIO 


Further information and literature is available from 


PROTEA PHARMACEUTICALS LTD. 


7, NEWTON’ STREET, WEMMER, JOHANNESBURG P.O. BOX 7793 TEL. 33-2211 
ALSO AT CAPE TOWN, PORT ELIZABETH, EAST LONDON AND DURBAN 


The finest cigarette 


money can buy 


PLAIN or with the 
MIRACLE FILTER 
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An Introduction to Electrocardiography 


By L. Schamroth, 


M.B., B.Ch. (Rand), M.R.C.P.E., F.R.F.P.S. 
University of Witwatersrand and General Hospital, Johannesburg 


Table of Contents 


Chapter | Basic Principles. 
2 Myocardial Death, Injury and Ischaemia. 
3 Bundle Branch Block. 
4 Ventricular Hypertrophy. 
5 Digitalis and Potassium Effect. 
6 Disorders of Cardiac Rhythm. 
General Observations. 


Appendix: Elementary Electrophysiology. 


Special Features of this Book 


@ It provides one of the simplest accounts available of the electrical activity of the 
heart. 


@ It contains an easily understood explanation of disorders and disturbances of 
cardiac rhythm. 


@ A striking feature is the simplified presentation of the principles of unipolar 
electrocardiography. 


@ Clarity of presentation has been the author’s aim. 


@ Theoretical considerations have been reduced to a minimum, emphasis being 
placed on the practical aspects of electrocardiography. 


@ Every statement has been profusely illustrated with virtually self-explanatory 
diagrams, necessitating a minimum amount of text. 


@ No specialized knowledge is needed to understand this account of electrocardio- 
graphy. 
@ It is ideal for beginners (both undergraduate and post-graduate). 


Order Form 
To: Juta & Co., Limited, 
P.O. Box 30 P.O. Box 1010 
Cape Town Johannesburg 
Please forward.............+ copy/copies of “An Introduction to Electro- 


cardiography"’ by L. Schamroth, price 2Is. (Outside Cape Town 22s. 3d.) 
Packing and postage 9d. extra. 


| enclose my remittance. Kindly debit my account *. 
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South 
Medico-Legal Society 


P.O. BOX 6434 & JOHANNESBURG 
The object of this Society is the promotion 
of medico-legal knowledge in all its 


aspects. 


This is attained inter alia by holding 


meetings at which papers are read and 


discussed. 


Medical practitioners are invited to 


become members of this Society. 


The annual subscription is £2. 2. 0 and 
entitles members to receive free the 
Tournal of Forensic Medicine [published 


quarterly]. 


MEDICAL PROCEEDINGS - 


To The Honorary Secretaries, 
South African Medico-Legal Society, 
P.O. Box 6434, 
Johannesburg. 


wish to apply for membership of the South 
African Medico-Legal Society. 


I enclose my cheque for £2. 2. 0, being 


the subscription for 1 year. 
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A few minutes 


is all it takes to obtain a complete electro- 
cardiogram with the “‘Cardi-all” and the opera- 
tion of this fine instrument can be learnt in less 
than an hour. 


It is light in weight (27 Ibs.), small in size 
(9x12x15") and reasonable in price at £297:10:0. 


A special converter for use of the “‘Cardi-all” 
from your Car battery is also available. 


May we tell you more about it ? 


“Medical Distributors. 


236, Jeppe Street, Johannesburg. P.O. Box 3378 
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It’s a motor-driven table which shows a full appreciation of everyday 


needs. The serial changer is so free from complexity that I can con- 


centrate my whole attention on the screen. 


There’s every serial film combination I want, and I appreciate the 


ease of locating cassettes. 


No physical effort is needed for any of the movements, so I am not 


tired out at the end of a meal session.” 


The T.250 table is the most recent addition to the range of Watson 


X-ray equipment and can be supplied complete with generator and 


X-ray tubes to suit any requirement. 


WATSON 


British Made 
X-RAY APPARATUS 


Represented in South Africa and the Rhodesias by 


THE BRITISH GENERAL ELECTRIC CO. (PTY) LTD. 


Box 1327, Cape Town Box 914, Bloemfontein 
Box 922, Durban Box 2406, Johannesburg | Box 42, Port Elizabeth 


THE BRITISH GENERAL ELECTRIC CO. OF CENTRAL AFRICA LTD. 
Box 1070, Bulawayo Representing Box 845, Salisbury 


THE GENERAL ELECTRIC CO. LTD. OF ENGLAND 
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reducing 


risk of 
reducing 


PRELUDIN 


brand of 2- phenyl - 3 - methyl - tetrahydro - |, 4- oxazine - hydrochloride 


*PRELUDIN—the appetite controlling agent that doesn’t 
affect the heart. Pretupin, because it has no untoward 
effect on the heart, is the safest possible weight-reducing 
treatment for all obese patients—particularly those with 
cardiovascular disorders or hypertension. Here, for the 
first: time, is a powerful appetite controlling agent that 
curbs the appetite, breaks the psychogenic overeating 
habit, and controls food intake without serious side effects. 


It enables the patient to lose weight safely and without 
mental strain by strengthening adherence to a prescribed 
diet. PRELUDIN in recommended dosage, unlike dexam- 
phetamine, does not raise the blood pressure and does not 
create excessive mental stimulation. It is the prescription 
of choice in all cases of obesity—especially those with cardio- 
vascular disorders—because it reduces the risk of reducing. 


Preludin—the safe prescription for obesity 


Manufactured by Pfizer Ltd., for 
C. H. Boehringer Sohn, Ingelheim am Rhein 


Registered proprietors of the trade mark 


*Regd. Trade Mark 


Distributed in the Union of South Africa and the C.A.F. by Petersen Ltd. 


Medical Enquiries: PFIZER LABORATORIES South Africa (Pty) Ltd. 


P.O. Box 7324 Johannesburg 
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LUCIDIL 


a new 
that places a barrier between 


emotions and ¥ circumstances 


Patients suffering from psychoneuroses 
report that administration of LUCIDIL 
appeared to place a barrier between them 
and their external influences. They felt that 
even their problems had a solution. They 
became more sociable, more relaxed and better fitted 
for psychotherapy, and were at the same time enabled 
to pursue their normal activities. 


LUCIDIL is benactyzine hydrochloride, a tranquillising 
agent with a specific action on the central nervous system. 


LUCIDIL has no sedative or hypnotic effect, but its 
therapeutic action may help to pave the way to normal 
sleep by curbing chaotic thoughts. LUCIDIL does not 
cause addiction. A sense of well-being is commonly 
reported by patients taking the drug, but no extremes 
of behaviour have been observed. 


LUCIDIL may be helpful in the treatment of psycho- 
somatic disorders such as psychogenic asthma and 
dermatitis, and in compulsive alcoholism. 

Made in England by: 


tranquilliser 


Contra-indications. L UCIDIL should be 
used with discrimination, and is unlikely to 
be of value in some conditions. It should 

not be used in manic-depressive psychoses, 
paranoid-compulsive or hysterical states. 
Endogenous depression does not respond 

to the drug. Frank psychosis is an 

absolute contra-indication. 


Dosage. Normally, LUCIDIL is given ina 
dose of I or 2 mg. three or four times a day. The 
dose can be increased to 3 mg. if after a week or 
so a satisfactory response is not obtained. 


Availability. L UCIDIL is available in 
sugar-coated tablets of I mg. in containers 
of 100 tablets. 

Literature and clinical samples will 


gladly be sent to members of the medical 
profession on request. 


SMITH & NEPHEW LIMITED, WELWYN GARDEN CITY, ENGLAND 


For further details, write to: FISONS CHEMICALS (S.A.) (PTY.) LTD., Triangle House, 226 Market Street, P.O. Box 5788, Johannesburg. 
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Nei 


++* kids love the golden honey color, citrus 
aroma and lemon candy taste of delicious 
Vi-Dayuw. And every teaspoonful hides 
a full day's supply of eight essential vita- 
mins (including 3 mcg. of body-building B,,). 


DURBAN - QUEENSTOWN - PIETERMARITZBURG 


PORT ELIZABETH - EAST LONDON - 
JOHANNESBURG - PRETORIA - BLOEMFONTEIN - CAPE TOWN 


: é Published by the Proprietors Juta and Co. Ltd., 43 Pritchard ag Og tga and printed in the Union of South Africa by Cape Times 
Limited, Parow, C. 
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